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The physicians of this country are up in arms against 
the ever-increasing number of fatalities occurring daily 
on our streets and highways as the result of automobile 
accidents. The neurosurgeons are seriously involved in 
this crusade because they are called upon to care for the 
patients in critical condition with severe head injuries. 
Head and neck injuries account for nearly 70% of all 
auto crash fatalities. In spite of the frequency of these 
tragedies, I have never known a neurosurgeon who has 
become calloused to the distasteful task of caring for a 
patient with a fatal head injury. Despite the endless 
repetition, the reaction is always the same—frustration 
and anger. The feeling of utter frustration stems from the 
realization of our own therapeutic limitations and the 
knowledge that the brain, once contused beyond a spe- 
cific degree, presents an irreversible reaction. General 
supportive measures and occasionally operative relict 
of gross hemorrhage will save a few patients whose in- 
jury is borderline, but the severe head injury is fatal in 
spite of our most concerted efforts. 

The loss of each patient awakens a deep feeling of 
anger because we allow this to continue without any con- 
cenirated effort being made to prevent its recurrence. 
Automobile injuries are medical problems, and we 
should treat them as such. The public is not aroused only 
because automobile fatalities are accepted as “acciden- 
tal” deaths. In reality, there is nothing “accidental” about 
them, except that they occur during automobile acci- 
dents. Automobile accidents and automobile injuries are 
not synonymous terms, even though the two are chrono- 
logically related. The accidents may occur as the result 
of speed, inadequate highways, poor judgment, or me- 
chanical failure, but none of these actually causes the 
passenger injury. The injury occurs primarily as a result 
of faulty interior design of the automobile. “Faulty” is 
actually a gross understatement, as there is almost no 
feature of the interior design of a car that provides for 
safety. The doors, seats, cushions, knobs, steering wheel, 
and even the overhead structure are so poorly con- 
structed from the safety standpoint that it is surprising 
anyone escapes from an automobile accident without 
serious injury. The elimination of the mechanically haz- 


ardous features of interior construction would prevent 
approximately 75% of the fatalities, or 28,500 deaths 
each year. 

Anyone who doubts this possibility has but to watch 
the “jalopy” races throughout the country. People are 
attracted to these races because of the frequent crashes 
that occur, and they are seldom disappointed. The acci- 
dents are numerous, bizarre, and frequently involve 
three, four, or more cars. Serious injuries are rare, be- 
cause the potential injury-producing factors present in 
the average private automobile have been eliminated. 
Doors are welded shut, seats welded or very rigidly fixed 
to the frame, all projecting knobs or handles removed, 
and roll bars, as well as rigid interior supports, installed. 
The use of seat belts, crash helmets, and shoulder har- 
nesses also protects the driver. 


STATISTICAL EVIDENCE 


Every driver seems to have the idea that the auto- 
mobile accident is something that may happen to the 
other person but never to himself. The possibility of in- 
jury or death is even more remote, and he seems to have 
the faculty of suppressing this unpleasant thought. How- 
ever, approximately 10% of all automobiles on the road 
last year were involved in an accident—54 million cars 
and 5,200,000 reported accidents. As the result, ap- 
proximately 1,500,000 persons were injured; thus, your 
chances of injury, if involved in any type of accident, are 
in the neighborhood of one in three. If injured, you have 
one chance in 15 of receiving an injury severe enough to 
result in permanent total disability. Last year 100,000 
persons were totally disabled. Furthermore, if injured, 
you run one chance in 37 of being killed; last year over 
38,000 persons lost at these odds. These are rather 
lethal statistics to refer to a so-called pleasure car. 

At this point, one may say that with all the elderly 
people driving, plus those with poor coordination, plus 
those with poor vision, it is no wonder that the figures 
are so high and look so serious. Would you be more apt 
to believe the statistics if they related only to a select 
driver group? Last year the United States Air Force lost 
700 men killed in aircraft accidents and during the same 
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period lost 678 killed in automobile crashes. If more 
Statistical evidence were necessary, it might be pointed 
out that in the past 20 years, since 1934, more than 
700,000 persons have been killed in automobile crashes. 
In the past SO years many thousar.ds more have been 
killed in automobile accidents than have been killed in 
all our wars put together. Campbell ' states that a life 
is lost due to the motor car every 15 minutes around the 
clock day and night, and every one-half minute someone 
is injured here in the United States. These figures may 
be more significant if the mortality is compared to such 
publicized diseases as poliomyelitis and tuberculosis. In 
1953, the deaths from poliomyelitis numbered less than 
2,000, whereas the automobile fatalities numbered some 
38,000. In fact, there were more deaths that year from 
auto crashes than from all forms of poliomyelitis and all 
forms of tuberculosis put together. 


STRUCTURAL DESIGN AND PREVENTION 

There is no doubt that the research engineering de- 
partment of any one of the major automobile companies 
could offer design changes that would afford greater 
safety. In fact, the engineers have supplied valuable 
ideas, but these have been incorporated in present cars 
only to a limited degree. The reason is that the industry 
apparently is governed entirely by the cost accounting 
division. No new idea can be adopted unless it either 
reduces present costs or affords a sales aspect to offset 
additional expenditures. The industry does not believe 
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Fig. 1.—Mechanics of door failures. 


that safety is a sales incentive. However, safety is some- 
thing we all understand and desire. It is the one feature 
of the future automobile that the public will accept, if 
given the opportunity, without the need of propaganda 
and expensive advertising. 


1. Campbell, H. E.: Prevention of Injuries in Airplane and Automobile 
Accidents, Correspondence, J. A. M. A. 157:945 (March 12) 1955. 
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Neurosurgeons are not bent on criticism of the auto- 
mobile industry. Our purpose is to stimulate greater ap- 
preciation of the problem and to recommend and insist 
upon such design changes as are necessary based upon 
our Clinical experience. We hope our suggestions will 
serve to point out the structures most in need of change 


Fig. 2.—Close-up view of safety door-seat lock from behind front seat 
with knob fastening in retaining mechanism in door. Another view of 
knob on seat is shown in figure 7. 


and stimulate automotive engineers to concentrate 
greater effort on the elimination of the faulty and haz- 
ardous features in design. 

Doors.—From 25 to 35% of all automobile crash 
fatalities occur as the result of persons being thrown out 
through doors that have sprung open. The average door 
lock becomes disengaged if there occurs a 9/16 in. sepa- 
ration between the door and door frame (fig. 1 ). Imagine 
how trivial the accident need be to spring the body a little 
more than one-half inch. Inspect your own car door and 
see what a flimsy mechanism is employed to keep you 
from being thrown out onto the road. This is particularly 
true in the two-door hard-top coupé which lacks a center 
post on each side between the front and back seats. This 
style is very vulnerable to distortion of the body during 
a crash. The new four-door hard-top without a center 
post may prove to be the most lethal of all body styles 
because of the noticeable lack of structural stability 
through the midsection of the body. 

The development of a method that would rigidly at- 
tach both doors to the outside edges of the front seat 
backs would hold the doors tightly shut and prevent the 
front seat backs from flying forward. If this door-seat 
arrangement were expanded to include a tight locking- 
together of the two front seat backs, a firm, side-to-side, 
bulkhead-like fixation would be afforded to the midsec- 
tion of the car. In other words, it would be similar to a 
solid bar being placed across the midsection and fast- 
ened to the door on each side. Such an arrangement of 
door-seat lock has been developed (fig. 2). There are 
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many ways to accomplish these same safety advantages. 
Our purpose in designing this method was primarily to il- 
lustrate the fact that even a medical research institute can 
design means of improving passenger safety. If research 
automotive engineers were to take up this project in ear- 
nest, one could hardly imagine the number of ingenious 
methods they could design for safety. Even the method 
shown could be installed for less money than the heater 
of radio, both of which have become accepted extras on 
most new cars. 


Seats.—The seats, which serve as the only real con- 
tact between passenger and automobile, have been de- 
signed purely for comfort. There has been no thought 
given to safety. The front seats, particularly in the two- 
door cars, are a disgrace to the combined engineering 
staffs of the automobile industry. The fixed portion of 
the seat is fastened to the frame only by four small bolts, 
which accounts for the frequent occurrence of seat fail- 
ures (fig. 3). Inspect a few cars that have been in acci- 
dents and note the high percentage of front seats that 
have been torn loose from their mountings. 

In addition, the trend has been toward more and more 
mobility of the seat to allow for adjustment in all four 
directions. The result is the present “four-way seat.” 
The track on which the seat slides is not constructed to 
withstand the forces developed during a crash. Front and 
back adjustment is necessary safetywise, since it allows 
for better control of the steering wheel and foot pedals. 
However, methods could be developed that would afford 
adequate fixation and stability. The Ford “Thunderbird” 
has an adjustable steering wheel. Possibly this idea could 


Fig. 3.—Evidence of seat failure. 


be further developed so that the seat would remain fixed 
and the adjustment accomplished at the floor. The en- 
tire problem of seat fixation and seat adjustment requires 
restudy and redesign. Seat cushions are not securely 
fastened, and, during sudden deceleration, they are torn 
loose and thrown about the interior of the car. A flying 
seat cushion can cause a fatal injury (fig. 4). It is ab- 
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surd not to have the cushions bolted in place. They are 
still designed as in the days when the tools and jack were 
stored under the seat. 

Poor seat design accounts for the thousands of so- 
called whiplash injuries. This type of cervical spine in- 
jury usually occurs when one’s car is struck from behind 


Fig. 4.—Demonstration of lethal effect of poorly secured seat cushions. 


while waiting for a traffic signal to change. As the rear 
end crash occurs, one’s head is thrown backwards. Since 
the seat back is low (for better styling), the top of the 
seat serves as a fulcrum over which the neck is snapped. 
Terrific tearing of ligaments, muscles, and muscle at- 
tachments results. Neck fractures are not infrequent. 
Whiplash injuries are the most disabling of all nonfatal 
automobile injuries. Periods of total disability lasting 
from one to three years are common. The frequency of 
whiplash injuries is difficult to estimate, but they prob- 
ably occur several hundred thousand times each year. 
The solution is simple. The addition of a small elevated 
portion directly behind one’s head is all that is necessary 
(fig. 5). It need not be high enough to support the head 
while driving but merely high enough to give the head 
support if the neck is suddenly extended (fig. 6). Thus 
the back of the front seat could not act as a fulcrum, 
since the occiput would encounter the padded rest as the 
neck is extended. 

Seats could be structurally improved if the backs were 
divided into three sections rather than two (fig. 7). Thuis 
either outside section could be tilted forward to allow 
passengers access to the rear seat, and at the same time 
there would be a rigid middle third section into which 
the tilting sections could be firmly locked to prevent for- 
ward or lateral motion during a crash. In addition to the 
safety factor, the two outside sections could be tilted for- 
ward at the same time to allow passengers to enter from 
both sides at the same time. Furthermore. this arrange- 
ment would afford a middle passenger in the front seat 
a comfortable seat back instead of having to lean back 
on the crack between the seats. 

Interior Projections.—There has been evidence of im- 
provement, but every dashboard still has dangerous 
knobs and buttons that can easily produce serious de- 
pressed skull fractures. Few people seem to realize the 
terrific force with which one is thrown against the 
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dashboard. Even at 30 miles per hour, the force can 
equal 176 g, which is far beyond the limit of human tol- 
erance (fig. 8). The average rear view mirror is rigid 
with sharp edges. The armrests on the front door pre- 
sent a serious hazard. They may appear to be safe, but 
if one is thrown laterally against the door these projec- 


Fig. 5.—Proposed elevation of backs of front seats to prevent whiplash 
injuries. 


tions may produce serious soft tissue injury. The Cadillac 
has a prominent knife-like projection just above the in- 
strument panel. It was designed to prevent reflection of 
the instrument lights onto the windshield. To accom- 
plish this minor task, they have produced as lethal a de- 
vice as is seen on any American passenger car. Chrysler 
has added a new gear shift lever that projects straight 
out from the dashboard. This defies all concepts of pas- 
senger safety. 

Steering Wheels —The industry has given this much 
thought recently, and new designs are presently being 
tested that should go far toward protecting the driver. 
The steering post type of chest injury should become a 
rare occurrence, provided the styling people do not put 
beauty before public safety. If these designs are adopted 
without too much delay, the manufacturers are to be 
congratulated. 

Overhead Construction.—No stock car, to my knowl- 
edge, is equipped with any type of roll bar to prevent 
crushing of the passenger compartment. Fatalities from 
this source are not numerous, but this should not prevent 
the addition of such structures to every car. It would 
represent a small increase in the cost of the car. Certainly 
it is an extra that anyone would gladly accept, even at 
the expense of less exterior glitter. Roll bars could be 
incorporated in hard-top convertibles, as well as in con- 
ventional two-door and four-door cars. This would sim- 
ply amount to the use of a tubular steel portion as the 
anterior frame of the rear windows. Thus, when the 
windows were up, this piece would become incorporated 
into the other portions of the roll bar located in the body 
and top. This would possibly not be as rigid as a solid 
bar from frame to frame but far safer than none. If roll 
bars were of little value, you could be sure that they 
would not be such a conspicuous feature in every acci- 
dent-prone jalopy. These cars can be rolled over and 
over without serious damage to the top structure. 

Seat Belts —The use of seat belts has long been rec- 
ognized as a means of passenger safety. The airlines 
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have done much to popularize the use of belts by making 
them standard equipment on all planes. Recently Chrys- 
ler has announced the adoption of seat belts in their new 
automobiles. Seat belts at present consist of two sepa- 
rate straps securely fastened to the car frame or cross 
member. The two free ends of the belts are fastened 
across the passenger’s lap by means of a strong buckle. 
When in use, the belts will withstand tremendous forces 
and prevent the passenger from being thrown forward 
against the dashboard and windshield or laterally into 
the tonneau or against the door during a crash. There is 
no doubt that seat belts in passenger cars will prevent 
many injuries and fatalities, if only the public will fasten 
them. Most people will utilize the belts during a long 
trip, but it is questionable whether they will routinely 
fasten them when driving in and around town. 

Although we are staunch advocates of safety belts 
for passenger protection, it is likely that the present de- 
sign will have to be modified before they gain universal 
acceptance. The use of two separate straps is a dis- 
advantage. The free ends when not in use lie across the 
seat, and frequently the outside strap falls out the door 
as one leaves the car or falls onto the floor of the front 
seat. If the free ends lie on the seat and one enters the 
car in a hurry, he is likely to sit on the straps and drive 
off before remembering to fasten them. While driving 
he must find the two ends and place them across his lap. 
Then in order to fasten the seat belt he must take both 
hands off the wheel, and, unless he is very dexterous, he 
must also take his eyes off the road for a split second. 
More likely than not, he will decide to forego the use 
of the safety belt for that particular short trip. 

These disadvantages can be corrected with improve- 
ment in design. A belt that rolls up when not in use 
would be an improvement. Possibly a single strap that 
could be engaged with one hand would improve the 


Fig. 6.—Front view of elevated seat back. 


situation. At least one can be sure that until improved 
designs are available the public is not going to take full 
advantage of this means of safety. Eventually a method 
must be developed whereby the passenger is automati- 
cally and instantaneously restrained during a crash. Such 
a mechanism can be designed that will become activated 
by a sudden deceleration. 
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PUBLIC AND INDUSTRIAL RESPONSIBILITIES 
Pressure is developing that will bring about adequate 
improvements. Unfortunately, to date there has been 
much smoke but no fire. Many articles have been writ- 
ten, much scientific investigation has been carried on, 
and any number of new ideas have been developed. 


Fig. 7.—Three-section front seat, showing rigid center section with 
Outer sections tilted forward. 


However, almost no progress has been made, and few 
new ideas have been adopted. The reason is very simple. 
The automobile industry states that it cannot make the 
necessary changes, because of production cost, until 
such time as the public demands them and makes known 
that it will accept such changes costwise. The public 
would gladly insist upon changes, but it is completely un- 
aware of what changes to demand. Basically it is diffi- 
cult to understand this concept. The automotive people 
have built their empires on public acceptance of their 
products. The public has welcomed with enthusiasm 
every constructive change offered—especially those that 
lessen the hazard of driving, such as windshield wipers, 
power windows, safety glass, blowout-proof tires, wrap- 
around windshield, sealed-in beam headlights, and im- 
proved dashboards. These are not purely mechanical 
features and do not add to the performance of the car, 
yet the public thinks enough of them to pay the added 
cost of production. 

The medical profession readily agrees that the indus- 
try has continually added to the safety of the automobile 
through development and adoption of improved me- 
chanical devices. Frame construction, power brakes, 
power steering, improved engine design, and automatic 
transmission are proved advances that afford greater 
driving efficiency and safety. Noteworthy as these 
changes may be, they do not improve the driver’s or 
passenger’s chances of survival during a crash. It is the 
aim of the medical profession to have as much concen- 
trated effort spent on improving the safety design as is 
spent on the rest of the car. In fact, the need is so ur- 
gent that changes must be made immediately and to such 
a degree that the frightening toll of death and disability 
will be reduced to a minimum. It cannot be done piece- 


PREVENTION OF HEAD INJURIES—SHELDEN 985 


meal, a little device here and there, just enough to ap- 
pease the medical profession without adding to the cost 
of the car. 

However, it is recognized that no one company can 
afford to undertake an immediate and complete safety 
program for all its cars. Such a step might be disastrous 
financially if, for some reason, the company’s safety 
methods proved to be less efficient, less pleasing to the 
buying public, or even more expensive than those de- 
veloped a few months later by competitors. The auto- 
mobile industry has an important public health and wel- 
fare problem on its hands. If it could be solved effec- 
tively by some joint action within the industry, it would 
prove to be a satisfactory solution of the problem. If the 
industry cannot rise to its responsibilities, the entire mat- 
ter should be removed from its jurisdiction and be solved 
by methods employed in any other urgent public health 
problem. 

The industry could decide the entire matter without 
outside intervention, but, considering their past per- 
formance with regard to safety devices, I doubt seriously 
if there is any likelihood of such an occurrence. If left 
to them, a new but minor change would be made each 
year as fitted their over-all plan, as has been done in 
exterior styling and design. Such a delaying action may 
be a satisfactory policy in business but not in a matter of 
health and public safety. Translated into medicine, it 
would be compzrable to withholding known methods of 
lifesaving value. In medicine the need is recognized and 
probable solutions to the problem investigated, devel- 
oped, and tested. If these prove to be effective and non- 
toxic, they are employed immediately, even though at 
the moment there may be limitations to their therapeutic 
value. 

In the case of automobile safety devices, the need is 
recognized and the design changes are known, but there 
the whole program grinds to a discouraging halt. The 
known hazards in interior design should be eliminated 
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immediately. Over the years, new and better methods 
can be developed, tested, and installed to replace the 
earlier methods. Statistical studies, such as those being 
carried on at Cornell University by Moore and his group,” 


2. Moore J. O., and Tourin, B.: A Study of Automobile Doors 
Opening Under Crash Conditions: The Relationship Between the Opening 
of Front Doors and the Area of the Passenger Automobile Sustaining the 
Principal Impact, New York, Automotive Crash Injury Research, Depart- 
ment of Public Health and Preventive Medicine, Cornell University Medi- 
cal College, 1954. 
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will serve to point out additional hazards that require 
investigation. Every facet of automotive safety does not 
have to be statistically proved before improvements in 
design are made. Every possible source of injury should 
be considered and some attempt made to eliminate each 
particular hazard. The change this year may have to be 
modified in a year or two, but at least during this time 
the public will have had added protection. There are 
enough potential sources of injury in every present-day 
automobile to keep the designers busy indefinitely. 


PREVENTION BY NATIONAL CONTROL 


It is proposed that a national group be set up by the 
President of the United States to regulate and approve 
automobile safety. This group should be granted power 
to prevent public sale of vehicles that do not meet re- 
quirements of safety design. This group should consist of 
persons in all related fields, appointed on the basis of 
ability and experience. This arrangement would allow 
the industry to pool safety ideas and submit to the na- 
tional committee those ideas that the manufacturers be- 
lieve would afford the greatest degree of safety with the 
smallest cost to the public. There would be no competi- 
tive aspect to this feature of automobile construction, 
since adopted measures would be of standard design. 
There would be no financial risk, for the same produc- 
tion costs would be transmitted by all manufacturers di- 
rectly to the public. 


AL, 
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The protection of the public through legislative con- 
trol of safety measures is an accepted part of our daily 
life. One cannot buy food that has not passed inspection. 
Drugs must be approved before being put on the market. 
Dangerous drugs cannot be dispensed without prescrip- 
tion by a licensed physician. Airlines and railroads can- 
not operate without fulfilling safety requirements. A new 
home cannot be built and occupied without passing nu- 
merous safety inspections. Automobiles cannot be 
driven without adequate lights and brakes, nor can they 
be operated by drivers who have not passed a state 
examination. There are countless examples of controls 
being exerted in behalf of public safety, yet we allow 
the automobile industry to continue manufacture of a 
product known to be faulty in safety design. 

We can expect, and we will encounter, resistance to 
the suggestions and recommendations. However, we 
who see this grim pattern reenacted daily realize that it 
is our duty to demand that the public be protected as in 
any national health problem. If this nation were con- 
fronted with an epidemic disease that took the lives of 
38,000 persons in one year, and the medical profession 
did not take steps to control the situation, there would 
be a congressional investigation. Possibly that is the 
only solution to the problem of automobile deaths. How- 
ever, let us hope that with concentrated effort we our- 
selves can effect the cure for the head injury epidemic. 
The only cure is prevention. 
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STUDIES 


OF ADENOIDAL-PHARYNGEAL-CONJUNCTIVAL VACCINES 


IN VOLUNTEERS 
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Thomas G. Ward, M.D., Baltimore, R. Gerald Suskind, M.D., Janet W. Hartley, M.S. 


and 
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It has been shown that adenoidal-pharyngeal-con- 
junctival (APC) viruses are responsible for certain 
hitherto undifferentiated respiratory illnesses and that 
they have been associated with certain external dis- 
eases of the eye.' These viruses produce neutralizing 
antibodies in human serum.'” Nine human and two 
simian adenoidal-pharyngeal-conjunctival virus sero- 
types have been delineated to date.” When types 1, 3, 4, 
and 5 are swabbed on the conjunctivas of susceptible 
volunteers, they regularly produce a moderately severe, 
self-limited catarrhal conjunctivitis, together with sys- 
temic symptoms similar to those of pharyngoconjunctival 
fever. Volunteers having specific serum antibodies are 
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resistant to the disease.* This report describes initial 
studies with volunteers, studies designed to determine 
the ability of a formaldehyde-inactivated and a heat-in- 
activated type 3 APC virus vaccine to (a) produce 
specific neutralizing antibodies in the serum and (b) to 
prevent or modify artificially induced infection and dis- 
ease. 
MATERIALS AND METHODS 

Preparation of Vaccines.—The J. F. strain of type 3 
virus, Originally isolated from a patient with pharyngo- 
conjunctival fever,'* was used. Fluids from the 7th 
through the 10th passages in tissue cultures of monkey 
kidney were pooled, centrifuged at 2,500 rpm for 10 
minutes, and filtered through a no. 03 Selas candle. This 
material had an infectivity titer of 10°" in HeLa tissue 
cultures and a complement-fixing antigen titer of 1:4. 
The heat-inactivated vaccine was prepared by heating 
100 ml. of the virus pool in sealed ampuls at 56 C for 
30 minutes. It was stored at or below —10 C until used. 
The formaldehyde-inactivated vaccine was prepared by 
adding formaldehyde solution N. F. (Formalin) to 400 
ml. of the virus pool, making a final concentration of 
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0.25%. This mixture was held at 36 C for 24 hours on a 
shaking machine and stored for 17 days at 2 to 4 C. The 
formaldehyde was then neutralized with sodium bisulfite, 
and 24 hours later additional formaldehyde solution 
N. F. was added to give a colorimetric test equivalent to 
the reading of a 0.1% solution of formaldehyde solution 
N. F. After storage for an additional five days at 2 to 4C, 
the material was frozen at or below -10C until used. 

Safety Testing of Vaccines.—A total of 0.8 ml. of the 
heat-inactivated vaccine was tested for infectivity in 
HeLa cell cultures, with negative results. Similarly 4.3 
ml. of the formaldehyde-treated vaccine was tested two 
days after the shaking period, and 0.8 ml. of the final 
product was tested, with negative results. Infectivity tests 
were Observed for a total of 29 days in first and second 
passages. Thioglycollate broth and blood agar cultures 
of both final vaccines were sterile. The original virus 
suspension and the formaldehyde-treated vaccine pro- 
duced no evidence of illness when injected into rabbits, 
guinea pigs, and suckling and adult mice. 

Potency of Vaccine.—Two rabbits were immunized, as 
previously described,'* with the original virus pool, and 
both developed neutralizing antibody titers of over 
1:640. Two were immunized with formaldehyde-inacti- 
vated vaccine and developed antibody titers of over 
1:640 and 1:320. Two were immunized with heat-inac- 
tivated vaccine and developed titers of 1:320 and 1:10. 
The inactivated vaccines contained detectable comple- 
ment-fixing antigen. 

Use of Vaccines.—Eighty-three male inmates, 21 to 
29 years of age, were selected from volunteers of the 
two cooperating institutions and studied from March to 
June, 1955. After pretesting for type 3 APC virus neu- 
tralizing antibody, 45 persons having little or no anti- 
body were given vaccine and 38 persons, with and with- 
out naturally acquired antibodies, comprised an unvac- 
cinated control group. 

Twenty-two volunteers received three doses of 2 ml. 
each of formaldehyde-inactivated vaccine intramuscu- 
larly at intervals of 8 and 12 days. In addition, 0.1 ml. 
was given intradermally at the time of the first injection. 
Twelve individuals received a single dose intramuscu- 
larly without an intradermal dose. Eleven volunteers re- 
ceived three doses of 2 ml. each of heat-inactivated vac- 
cine intramuscularly at 10-day intervals as well as an 
intradermal dose of 0.1 ml. at the time of the first injec- 
tion. There were no local or general reactions to the 
intramuscularly injected vaccines. Prevaccine blood 
specimens were collected from all vaccinees at the time of 
the first injection, and postvaccine blood specimens were 
collected 12 to 21 days after the last dose. Prechallenye 
blood specimens were collected from controls at the 
same time that postvaccination blood specimens were 
drawn. The latter served as prechallenge blood speci- 
mens for vaccinees. 

Neutralization Tests.—Antibody determinations were 
performed on all serums at a dilution of 1:8 in a single 
batch of monkey kidney tissue cultures.’ In addition 
quantitative neutralization tests in HeLa cell cultures 
were performed by “procedure 2” as outlined previously. '* 
Some serums were toxic for HeLa cells; therefore, these 
HeLa tests were of value only in determining antibody 
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end-points at higher dilutions. The procedure in monkey 
kidney cells was identical with that of the HeLa cell tests 
except that the interpretation of results was as follows. 
The test was read 72 hours after the virus controls 
showed characteristic cytopathogenic changes.’ A serum 
that completely prevented the appearance of cytopatho- 
genic effects was classified as having a titer of greater 
than 1:8 (positive test). When cytopathogenic changes 
occurred, the titer was considered less than 1:8 (nega- 
tive test). The results of HeLa cell and monkey kidney 
tests correlated closely at a dilution of 1:8. 

Virus Challenge.—Volunteers were challenged with a 
1:300 dilution of type 3 APC virus (sixth monkey kid- 
ney passage of strain J. F.) having an original intec- 
tivity titer of 10 °°. The virus was swabbed on the pal- 
pebral conjunctiva of one eye, the other eye being 
swabbed with tissue culture maintenance fluid. During 
the observation period neither the observers nor volun- 
teers knew which eye had received virus. Seven days 
after challenge, swabs from the eyes and throat were col- 
lected for virus culture in HeLa cells. 


One observer at each institution was responsible for 
clinical observation of all study persons throughout the 
10-day postchallenge period. In addition, two or more 
observers made frequent independent examinations of 
study persons during the period of acute illness (four to 
eight days after challenge). During the 10-day postchal- 
lenge period, persons were classified as having no illness 
when none of the observers found conjunctivitis. Persons 
were classified as having definite illness when two or 
more observers noted conjunctivitis that persisted for at 
least two days. All others were classified as having ques- 
tionable illness. The observers were consistent in their 
objective findings of conjunctivitis. In only 66 (4 ) of 
1,546 person-day-eye examinations during the acute 
stage of illness did one observer differ from another in 
recording conjunctivitis. This objective classification of 
definite, questionable, or no illness correlated closely 
with the occurrence of other signs and symptoms (fever, 
sore throat, preauricular lymphadenopathy, increased 
lachrymation, and eye irritation) of pharyngoconjunc- 
tival fever. 


1. (a) Rowe, W. P., and others: Isolation of a Cytopathozenic Agent 
from Human Adenoids Undergoing Spontaneous Degeneration in Tissue 
Culture, Proc. Soc. Exper. Biol. & Med. 84: 570-573 (Dec.) 1953. (bh) 
Huebner, R. J.. and others: Adenoidal-Pharyngeal-Conjunctival Agents: 
A Newly Recognized Group of Common Viruses of the Respiratory Sys- 
tem, New England J. Med. 251: 1077-1086 (Dec. 30) 1954. (c) Rowe, 
W. P., and others: Studies of the Adenoidal-Pharyngeal-Conjunctival 
(APC) Group of Viruses, Am. J. Hyg. G1: 197-218 (March) 1955. (d) 
Hilleman, M. R., and Werner, J. H.: Recovery of New Agent from 
Patients with Acute Respiratory Illness, Proc. Soc. Exper. Biol. & Med. 
$5: 183-188 (Jan.) 1954. (e) Hilleman, M. R.; Werner, J. H.; Adair, 
C. V., and Dreisbach, A. R.: Qutbreak of Acute Respiratory Illness 
Caused by RI-67 and Influenza A Viruses, Fort Leonard Wood, 1952- 
1953, Am. J. Hyg. 61: 163-173 (March) 1955. (f/) Parrott, R. H., and 
others: Outbreak of Febrile Pharyngitis and Conjunctivitis Associated with 
Type 3 Adenoidal-Pharyngeal-Conjunctival Virus Infection, New England 
J. Med. 251: 1087-1090 (Dec. 30) 1954. (g) Bell, J. A., and others: 
Pharyngoconjunctival Fever: Epidemiological Studies of a Recently Recog- 
nized Disease Entity, J. A. M. A. 157: 1083-1092 (March 26) 1955. (A) 
Cockburn, T. A.; Rowe, W. P., and Huebner, R. J.: Unpublished data. 
(i) Ginsberg, H. S., and others: Etiologic Relationship of the R1I-67 Agent 
to “Acute Respiratory Diseases (ARD),” J. Clin. Invest. 3-4: 820-831 (June) 
1955. (j) Berge, T. O.: Personal communication to the authors. (k) 
Jawetz, B., and others: Am. J. Ophth., to be published. 

2. Rowe, W. P.: Huebner, R. J., and Hartley, J. W.: Unpublished data. 

3. Ward, T. G., and others: Science, to be published. Bell, J. A., and 
others: Unpublished data. 

4. Hartley, J. W.; Rowe, W. P., and Huebner, R. J.: Unpublished 
data. 


159 
55 


988 VACCINES IN| VOLUNTEERS—HUEBNER ET AL, 


RESULTS 
Vaccine-Induced Antibody Response.—All_ prevac- 
cine serums were negative for type 3 APC antibodies at 
1:8 dilution in the monkey kidney neutralization test. 
Postvaccine serums of 35 (78% ) of 45 vaccinees were 
positive at a 1:8 dilution (table 1). These antibody re- 


Taste 1.—Vaccinees Developing Antibodies to Type 3 APC 
Virus Vaccines and Developing Infection and Illness 
After Challenge with Type 3 APC Virus 

Postchallenge Experience 


Among 35 Vaecinees 
Who Had Vaccine- 


Antibody Response 
to Vaeecination 


cr ~ Induced Antibodies 
No. 
Devel- In fee- Iliness 
oping tion, 
Anti- Virus Definite 
No. bodies, Recov- and 
Vacci- (Titer ered Ques- Definite 
Vaecine Given nated 1:8) 7th Day tionable Only 
Formaldehyde-inactiy ated 
22 17 3 3 
Heat-inactivated 
11 ~ 3 3 3 


1 35 10) 14 


All had no demonstrable antibodies (titer <1:8) prior to vaceination. 


sponses were similar among groups receiving different 
types and dosages of vaccine. The persistence of these 
antibodies was not determined. None of the vaccinees 
developed acute illness from the start of vaccination until 
challenged with virus. In quantitative tests with HeLa 
cell cultures, postvaccine titers were greater than 1:64 in 
13 (37%) of the 35 vaccinees showing antibody re- 
sponses. This approximates the finding of similar anti- 
body levels in 8 of the 17 nonvaccinated volunteers with 
naturally acquired antibody. 

Protection Against Challenged-Induced Infection.— 
Table 2 shows the occurrence of infection on the seventh 
day after challenge with type 3 APC live virus introduced 
by conjunctival swabbing. Virus was isolated from eye 
or throat cultures in 35 (83° ) of 42 definite cases, as 
contrasted with 3 from 10 questionable cases and 2 from 
31 volunteers without illness. As in naturally occurring 


TasLe 2.—Volunteers Shedding Virus and Developing Illness 
After Challenge with Type 3 APC Virus 


Post. hallenge 
illness 


Infection, Definite 
Prechahenge No. ot ‘irus and 
Volun Recovered  Ques- Definite 


Antibody Vaceinated teers 7th Day tionable Only 


None (<c1:s8) No 21 16 20 ls 

None (<1:8) Yes Ww & 10 
(77%) (97%) (90%) 

Naturally (1:8) No 17 6 (35%) 8 (47%) 4 (24% 

uequired 

Vaceine- (>1:5) Yes 35 10 (99%) 14 (40%) 10 (°9%) 


induced 


pharyngoconjunctival fever, virus isolations from the eye 
occurred almost exclusively in the eye with conjuncti- 
vitis. Conjunctivitis occurred primarily in the eye that 
had been inoculated. Virus was isolated from the eye or 


. Footnote 1), c, and e. 

. Footnotes le and i and 2. 
. Footnote lg and 
Footnotes lc and 2. 
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throat of 24 (77%) of 31 volunteers without prechal- 
lenge neutralizing antibodies. In contrast, virus was iso- 
lated from 16 (31% ) of 52 volunteers having prechal- 
lenge antibody, and there was no appreciable difference 
between those with vaccine-induced or naturally ac- 
quired antibodies. Among groups receiving different 
dosages and types of vaccine there were no significant 
differences in rates of virus recovery (table 1). 

Protection Against Challenge-Induced Illness.—Table 
2 and the figure also show the occurrence of illness fol- 
lowing virus challenge. A total of 28 (90% ) of 31 vol- 
unteers without demonstrated prechallenge antibodies 
developed illness classed as definite. In contrast 14 
(27% ) of 52 volunteers with prechallenge antibodies 
developed definite illness, a significantly lower propor- 
tion. Attack rates in volunteers with vaccine-induced 
and with naturally occurring antibodies were nearly 
equal. Although the numbers are small, the data (table 1) 
indicate that both heat-inactivated and formaldehyde- 
inactivated vaccines, in the dosages used, provided pro- 
tection against the challenge illness. Even a single dose 
of formaldehyde-inactivated vaccine seemed to offer sub- 
stantial protection. 

COMMENT 

Serologic evidence from widespread areas indicates 
that man is commonly infected with the adenoidal-pha- 
ryngeal-conjunctival viruses.” It appears that these infec- 


Mot = 
Antibody Titer <1;5 
accinated SaaS == | 
vallenge 
Antibody Titer > 1:8 
= =a nefinite® Tilness “questi a "Llness No Illnese 


Percentage of volunteers developing illness after type 3 adenoidal- 
pharyngeal-conjunctival virus challenge, according to prechallenge anti- 
body titer and vaccine Status. 


tions are readily spread from person to person and fre- 
quently result in acute respiratory illness. Hilleman and 
others have reported that type 4 APC virus (RI 67) is 
responsible for a substantial proportion of acute respira- 
tory disease in military recruits.° In addition, type 7 (also 
type 3) has been associated with respiratory illness in 
military recruits.') Type 3 causes pharyngoconjunctiva! 
fever, a five-day illness that occurs endemically in the 
general population and in sharp outbreaks.’ Types 1, 2, 
and 5 occur chiefly during infancy and early childhood 
and represent the types “unmasked” most frequently 
from adenoids and tonsils.* Studies now in progress indi- 
cate that infants and children have high rates of infection 
with types 1, 2, and 5, and such infections appear to be 
associated with illnesses characterized by fever and 
pharyngitis. Type 8 (“Trim virus”) isolated by Jawetz 
and co-workers '* has been associated with epidemic 
keratoconjunctivitis. 

Present evidence suggests that adenoidal-pharyngeal- 
conjunctival viruses are responsible for a substantial 
segment of hitherto undifferentiated respiratory illness, 
and attempts at vaccine prophylaxis appear warranted. 
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The possibility of accomplishing this is complicated by 
(a) the existence of multiple serotypes of adenoidal- 
pharyngeal-conjunctival virus and (b) the epidemio- 
logical and clinical differences that characterize the ill- 
nesses with which these viruses are associated. The ini- 
tial studies herein reported show that an inactivated 
monovalent vaccine effectively prevented experimentally 
induced illness in adult volunteers. These promising re- 
sults suggest further epidemiological studies to determine 
the effectiveness of a polyvalent vaccine in preventing 
the naturally occurring illness in children as well as in 
adults and to determine the duration of protection. 
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SUMMARY 

Formaldehyde-inactivated and heat-inactivated type 3 
adenoidal-pharyngeal-conjunctival (APC) virus vac- 
cines were prepared that induced neutralizing antibodies 
when inoculated into young adult volunteers. After chal- 
lenge with live type 3 APC virus swabbed on the con- 
junctivas, volunteers with vaccine-induced antibodies ex- 
perienced much greater protection against infection and 
illness than did vaccinated or unvaccinated persons with- 
out demonstrated antibodies. This vaccine-induced pro- 
tection was nearly equal to that of unvaccinated volun- 
teers with naturally acquired antibodies. 
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EXPERIMENTAL AND CLINICAL STUDIES 
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In the course of erythrocyte survival studies reported 
elsewhere,' cells from a single healthy donor were in- 
jected into six recipients. An influenza-like febrile illness 
occurred in five of the six recipients about two weeks 
after the injection. Serial transmission of blood collected 
during the acute phase of this illness caused a similar 
syndrome in new recipients. Further evidence of a 
causal relationship between these red blood cell trans- 
fusions and the subsequent appearance of a febrile ill- 
ness was obtained by examining the clinical histories of 
persons previously receiving blood from the same donor. 
Some information regarding the nature of the transmissi- 
ble agent has also been obtained. 


MATERIALS AND METHODS 


V olunteers.—Except for one student volunteer from 
the University of Chicago, all of the donors and recipi- 
ents were prison inmate volunteers. Only occasional, 
sporadic cases of short undifferentiated febrile illnesses 
were Observed in the period during which these observa- 
tions were made. 

Blood.—Blood samples were heparinized, and whole 
blood, plasma, or washed cells were injected intrave- 
nously into recipients within three hours of the time the 
blood was drawn, except where otherwise indicated. In 
all of these studies only cells compatible with respect 
to the A, B, C, c, D, E, and e factors and carefully cross 
matched were transfused. In some cases the red blood 
cells were tagged with sodium chromate with radioactive 
chromium (NasCr*'O,) in connection with cell survival 
studies. This substance was added to heparinized whole 
blood and the mixture allowed to stand at room tem- 
perature for one hour. The plasma was removed, and 
the cells were washed once in isotonic sodium chloride 
solution before being resuspended in saline solution. 
We have employed this technique in the labeling of 
erythrocytes from 38 other men, injected into approxi- 
mately 300 recipients, without any ill-effects. 


Medications.—In connection with the cell survival 
studies, for which many of the transfusions were carried 
out, some of the men received 30 mg. of primaquine 
base daily at various times after inoculation. The ad- 
ministration of this drug was unrelated to the illness 
under study, since most of the recipients who developed 
symptoms were not given primaquine; furthermore, no 
febrile reactions have been encountered during the past 
few years in approximately 800 men who have received 
primaquine. Many of the volunteers received aspirin 
during the course of their illness. 


CLINICAL HISTORIES 

Original Source.—The original source of the trans- 
missible disease was an apparently healthy 25-year-old 
Negro male (K) who has been an inmate of the Illinois 
State Penitentiary for the past four years. He denied 
having any illness in the past year except for two mild, 
upper respiratory infections, each lasting only one to 
two days and being unaccompanied by fever. He was 
clinically well each time his blood was used in connec- 
tion with these studies. He had had measles and mumps 
in childhood but denied ever having arthritis, syphilis, 
gonorrhea, malaria, typhoid, brucellosis, or jaundice. 


From the Army Malaria Research Unit, Department of Medicine, 
University of Chicago, Chicago. Dr. Beutler is now an Instructor, De- 
partment of Medicine and the Argonne Cancer Research Hospital, Uni- 
versity of Chicago. Dr. Dern is now an Assistant Professor, Department 
of Medicine, Stritch School of Medicine, Chicago. 

Most of the serologic examinations were done by Mr. R. Benham, 
Clinical Microbiology Laboratory, University of Chicago. 

Leptospira cultures were done through the courtesy of the Division 
of Veterinary Medicine, Army Medical Service Graduate School, Wash- 
ington, D. C. 

These studies were conducted under a contract between the Research 
and Development Division, Office of the Surgeon General, Department 
of the Army, and the University of Chicago. 

The administrative officials and inmate volunteers at the Illinois State 
Penitentiary, Joliet, Ill, cooperated in this study. 

1. Dern, R. J.; Beutler, F., and Alving A. S.: The Hemolytic Effect 
of Primaquine: I]. The Natural Course of the Hemolytic Anemia and 
the Mechanism of its Self-Limited Character, J. Lab. & Clin. Med. 44: 
171-176, 1954. 
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Although he had been in the South Pacific in 1947, he 
denied being ill at the time. He admitted having used 
narcotics administered intravenously between 1947 and 
1949. On four or five occasions he had used the needles 
of other addicts, “sterilizing” them only by holding them 
under hot tap water. His family history was essentially 
negative. Physical examination was negative except for 
minimal cervical lymphadenopathy. The red blood cell 
count, hemoglobin concentration, white blood cell count, 
differential blood cell count, sedimentation rate, and 
urinalysis were all normal. Further laboratory studies, 
listed in table 1, gave normal results. 

Symptoms in Recipients—The symptoms of the re- 
cipients are listed below. 


TaBLe 1.—Normal Laboratory Findings 


Test Performed on 
A 


IN IliIness Reeovery 
Culture for Leptospira.......... x x 
Anaerobic blood x x 
Plasma proteins and albumin-globulin ratio.... x x x 
Sulfobromophthalein (Bromsulphalein) sodium 
Cephalin flocculation x x x 
Serum cholesterol and x x 
Heterophil antibody titer (unabsorbed)......... x x x 
x x x 
Paratyphoid A and B agglutinins..... x x 
Leptospira agglutinins x x 
icterohaemorrhagiae 
eanicola 
pomona 
grippotyphosa 
sejroe 
bataviae 
pyrogenes 
bailum 
Western equine encephalitis (complement 
Eastern equine encephalitis (complement 
Lymphocytie choriomeningitis (complement 
Mumps (complement fixation)........... ‘a X x 
Psittacosis (complement x 
Lympbhogranuloma venereum (Complement 
Influenza A, A’, B, C (complement fixation).. es x x 


* Hilleman, M. R., and Werner, J. H.: Recovery of New Agent from 
Patients with Acute Respiratory Illness, Proe. Soe. Exper. Biol. & Med. 
85: 183-188, 1454. 


Early Acute Symptoms: The clinical features of the 
acute illness resulting from the injection of K’s blood or 
from the injection of blood from inoculated volunteers 
are summarized in table 2. Headache and myalgia were 
present in most patients. Over two-thirds of the patients 
also developed fever. Nausea and vomiting were sufh- 
ciently severe in several cases to necessitate parenteral 
administration of fluids. Upper respiratory symptoms 
were present in slightly less than one-half of the patients. 
Physical examinations were negative in most cases ex- 
cept for fever and tachycardia. In those patients with 
severe nausea and vomiting, dehydration was present. 
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In some of those with upper respiratory symptoms slight 
inflammation of the nasal mucosa was observed, but no 
patient had exudative pharyngitis. Whenever examined. 
the ear drums and fundi were normal. No nuchal ri- 
gidity, no lymphadenopathy, and no abnormality of the 
lungs or heart were noted. No splenomegaly or hepa- 
tomegaly could be detected in any case. Neurological 
examination was normal. The hemoglobin level and 
urine remained normal except for transient slight al- 
buminuria in two patients. The white blood cell count 
frequently became depressed to 4,000 to 5,000 per cubic 
millimeter, but the differential count always remained 
normal. Other laboratory examinations performed on 
one or more of the patients are summarized in table 1. 

Relapses and Late Symptoms: Most of the patients 
recovered quickly from the acute attack and, after a 
few days of excessive fatigability, remained quite well. 
In a few cases, however, apparent relapses occurred. 
Some patients who were clinically well for a few days 
to a few weeks developed recurrent symptoms after re- 
turning to their regular duties. These symptoms were 
usually milder than the initial symptoms and disappeared 
within one to two weeks. 

There were six patients (cases 13, 14, 31, 32, 48, and 
51) who developed painful stiffness of the joints one 
to five weeks after the acute symptoms had subsided. 
One of these (case 31) had had previous joint symp- 
toms of doubtful significance. The proximal inter- 
phalangeal and wrist joints were most commonly in- 
volved, but pain also occurred in the shoulders, elbows, 
hips, knees, ankles, and small joints of the feet. The 
joint pains were sometimes migratory. Two of the 
patients volunteered that joints that had been previous 
sites of trauma were most severely affected. In all cases 
symptoms were worse in the morning and after pro- 
longed inactivity and improved on exercise. Clear-cut 
clinical evidence of acute synovitis was never present, but 
some questionable soft tissue swelling of the proximal 
interphalangeal joints was present in one case. Muscle 
spasm around involved joints was minimal. The white 
blood cell count was normal in all cases. The sedimen- 
tation rate was normal in four cases and somewhat 
elevated in two cases, to a maximum of 20 and 31.5 mm. 
per hour (Wintrobe). Electrocardiograms were normal. 
In both patients in which such studies were carried out, 
the test for C-reactive protein was negative and antistrep- 
tocolysin titers were 50 units. One patient was given 
500 mg. of cortisone over an 8-day period without any 
benefit; another was given 650 mg. of cortisone over one 
10-day period and 525 mg. over another 6-day period 
with questionable benefit. All patients who developed 
arthralgia have been clinically well for follow-up periods 
of from 4 to 31 weeks. The six patients who developed 
arthralgia were all recipients of aliquots from three blood 
samples. None of the donors had such symptoms at any 
time; patients subinoculated from one of the patients 
with arthralgia (case 31) did not develop any joint 
symptoms. 

Four patients (cases 25, 33, 36, and 37) developed 
episodes of fever with headache and myalgia or vomiting 
12 to 16 weeks after their original inoculation with the 
agent, immediately after termination of courses of ma- 
laria to which they had been subjected for purposes un- 
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related to this study. The symptoms persisted in spite 
of administration of adequate antimalarial therapy. In 
our experience with hundreds of such malarial infections 
we have only very rarely seen this type of clinical course 
in other volunteers. One patient (case 33) had never 
had any acute symptoms after inoculation, but three pa- 
tients (cases 25, 36, and 37), had had such symptoms. 
Two of the volunteers (cases 36 and 37) had received 
malarious blood from the patient in case 25; hence it ts 
not clear whether they suffered trom relapses or from 
reinfections. The patient in case 25, however, was given 


TABLE 2.—Clinical Characteristics of Early Acute Illness 
Resulting from Inoculation of Agent into Thirty-Nine 
Volunteers Who Developed Symptoms Within 
Thirty Days After Inoculation 

No. of 


Patients 
Interval from inoculation to first syimptom,* days 


Duration of symptoms,” days 
7-8 4 
Symptoms 
9 
Fever 
Maximum rectal temperature, FCC) 
less than 100 (less tham 37.8)...... 12 
102 to 102.9 (38.9 to 39.4)..... 4 
Duration of temperature over 100 F (Cover 37.8 ©), days 


*Does not include the patient in case 50, who developed symptoms 
while recovering trom malaria, 


malarious blood from a patient who had never been 
connected with the present study, and the patient in case 
33 was infected with malaria by mosquito bites; thus 
these clearly appear to have been relapses of the illness 
under study. 

No clinical or laboratory findings that were suggestive 
of development of hepatitis were found in any of these 
patients. Two cases, each illustrating some of the various 
clinical features of this illness, are presented below (fig. 
| and 2). 

REPORT OF CASES 

Case 26 (fig. 1).—A 38-year-old white male had been an in- 
mate of the Illinois State Penitentiary for three years. Although 
he had been infected with malaria in the past, a radical cure 
had been effected with chloroquine and primaquine. Otherwise 
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he had been in perfectly good health. On Jan. 28, 1954, a 40 
ml. aliquot of the citrated blood that had been drawn from K 
on Jan. 26, 1954, and stored in the refrigerator at 4 C was chro- 
mated and injected intravenously into the subject. He felt per- 
fectly well when seen daily for the following 11 days. On the 
12th day he was not seen for routine temperature check because 
a breach of discipline had caused him to be put into solitary 
confinement. On the following day, however, he reported that 
on the 12th day his head and legs had begun to ache and that he 
had felt feverish. Cough, rhinorrhea, nausea, and vomiting de- 
veloped as shown in figure 1. Physical examination was nega- 
tive except for right-sided reddening and swelling of the nasal 
mucosa with a white mucoid discharge. Aspirin was withheld 
from the patient so that the course of his temperature curve 
could be observed, and he was given codeine for cOntrol of pain. 
From the 15th through the 30th day the patient was given 3.6 
gm. of sulfanilamide daily in connection with a cell survival 
study. By the 22nd day he was asymptomatic, and he remained 
so for a follow-up period of 22 weeks. 

Case 31 (fig. 2)—A 40-year-old white male had been an in- 
mate of the Illinois State Penitentiary for the past three years. 
He had been infected with malaria in the past, but a radical 
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Fig. 1.—Clinical course of the patient in case 26. 


cure had been effected with chloroquine and primaquine. Other- 
wise his general health had been good. Although on close ques- 
tioning he admitted occasionally having had mild, transient joint 
pains for about five years, these pains never caused him to lose 
time from work or to see a physician. On Feb. 26, 1954, he 
received an intravenous injection of 10 ml. of plasma from the 
patient in case 25, who had recovered two weeks previously 
from an acute illness induced by the injection of washed cells 
from K. Although he reported a mild, transient headache on 
the 3rd day and on the 9th days after inoculation, and mild 
upper respiratory symptoms on the 9th and 14th days, he did 
not develop any unusual symptoms until the evening of the 
18th day, at which time he abruptly developed headache, rhinor- 
rhea, generalized muscular pain, and feverish feeling with chills. 
When seen the next day he had a temperature of 103 F (39.4 
C). Otherwise, physical examination was negative. Aspirin was 
administered, and the symptoms and fever subsided over a five- 
day period. The patient was asymptomatic for several days. On 
the 28th day, however, the patient began to complain of pain 
and stiffness in the wrists, proximal interphalangeal joints, and 
right shoulder. There was no swelling or tenderness of the joints, 
but there was some weakness of the grip on the left. The sedi- 
mentation rate was 30 mm. per hour (Wintrobe). The C-re- 
active protein test was negative. Antistreptocolysin titer was 50 
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units. The joint pains continued virtually unabated for about 
three weeks. They were sufficiently severe to make it impossible 
for the patient to perform his duties in the prison soap factory. 
During this period he also suffered from intermittent pain in 
the left shoulder, both elbows, knees, and feet, each lasting 
only a few days at a time. The joint symptoms were worse in 
the morning upon rising and gradually lessened during the day. 
The symptoms gradually subsided over an additional four 
weeks. During the subsequent 12-week period the patient has 
been essentially well. For a few weeks he noticed a mild “tired 
feeling” in the right shoulder each morning, but this, too, dis- 
appeared. The sedimentation rate has returned to 16.5 mm. per 
hour (Wintrobe). 


TRANSMISSION CHARACTERISTICS 

The transmission of this disease is illustrated by 
figure 3. 

Route of Inoculation.—Intravenous and oral inocula- 


tions were carried out. All of the successful transmis- 
sions of the disease were by the intravenous route; oral 
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equally effective in producing this illness. Quantities of 
1 to 50 ml. were capable of causing the illness to appear. 
Inoculums smaller than | ml. were not used. 

Filterability of Agent.—The illness could be trans- 
mitted through plasma that had been passed through 
Berkefeld diatomaceous porosity N or porosity W filters 
at a pressure of 660 mm. Hg (cases 39 and 40). 


Stability of Agent.—One of two volunteers (cases 24 
and 26) inoculated with red blood cells from blood 
stored at 4 C for 48 hours developed typical symptoms. 
One of two volunteers inoculated with aliquots of plasma 
from K frozen at —70 C for 19 days and one volunteer 
inoculated with another aliquot stored for 39 days at 
—70 C developed the clinical illness (cases 51, 52, and 

Neutralizing Effect of Convalescent Plasma.—In one 
experiment in which a single recipient (case 19) re- 
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Fig. 2.—Clinical course of the patient in case 31. 


administration of 0.5 ml. of whole blood to one volun- 
teer (case 15) and 50 ml. of whole blood to another 
volunteer (case 42) failed to cause any symptoms, al- 
though aliquots of the same blood samples given to other 
volunteers by the intravenous route were effective in 
producing typical symptoms. Acutely ill volunteers were 
Kept in an open ward with volunteers participating in 
other research projects. No cross infections were ob- 
served in any of these patients or in any of the nursing or 
medical personnel with a single possible exception. A 
nurse, who drew the blood samples, experienced an ill- 
ness of several days’ duration characterized by fever, 
headache, and cough, without any physical findings. He 
admitted that on several occasions he had punctured his 
skin with hypodermic needles while rinsing them after 
use. The relationship of his illness to that under study 
is not clear. 

Type of Inoculum.—Plasma, red blood cells washed 
two and four times, and whole blood all appeared 


ceived mixed acute and convalescent plasma, the re- 
cipient failed to develop symptoms, although two other 
volunteers (cases 17 and 18) receiving the acute plasma 
alone did develop mild symptoms. In a second similar 
experiment, each of two recipients (cases 35 and 36) 
of mixed acute and convalescent plasma developed symp- 
toms. 

Persistence of Infectivity of Blood.—Blood samples 
drawn from K at intervals during the entire 13 months 
of observation proved infectious with a single exception 
(cases 11 and 12). Blood or plasma taken from volun- 
teers during or immediately after the acute symptomatic 
phase of their illness invariably proved to be infectious 
(cases 5, 10, 16, 25, 26, 31, 44, and 45). Blood from 
the patients in cases 25 and 26, inoculated into volun- 
teers about three weeks after the onset of acute symp- 
toms, a time at which both men were asymptomatic, also 
caused illness in the recipients. On the other hand, 
plasma from the patient in case 10, although infectious 
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during the acute phase, failed to induce symptoms in 
volunteers (cases 20 and 27) 2 and 18 weeks after the 
onset of the acute phase. The blood of the patient in 
case 37, however, appeared to induce symptoms nine 
weeks after the acute phase. It is of interest that the 
volunteer himself (case 37) had received malarious 
blood from the patient in case 25 only two weeks pre- 
viously and had developed recurrent symptoms after the 
ensuing course of malaria. 
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tures (strain He La) and monkey kidney tissue culture 
in which four serial blind passages were made with super- 
fluid and triturated cells; infant and adult mice inocu- 
lated intracranially and intracerebrally, three passages; 
monkeys and guinea pigs inoculated intraperitoneally 
and intravenously, two passages; embryonated eggs in- 
oculated into amniotic cavity, chorioallantoic membrane, 
and yolk sac, three, three, and two passages respec- 
tively. In spite of these negative results, portions of the 
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Fig. 3.—Transmission of the filterable agent through intravenous and oral administration of washed erythrocytes, plasma, and whole blood, 


LABORATORY ISOLATION STUDIES 

Heparinized blood and plasma obtained from K and 
specimens obtained from two volunteers (cases 32 and 
45), who represented second and third passage of the 
agent, respectively, were refrigerated at -70 C or 4 C 
immediately after collection and during transmittal to 
the Army Medical Service Graduate School. No virus 
was isolated in the following hosts inoculated with frozen 
or refrigerated blood specimens: human cell tissue cul- 


samples of unfrozen or frozen blood or plasma used as 
starting materials in the laboratory isolation studies pro- 
duced disease when inoculated into human volunteers. 


COMMENT 

When washed erythrocytes or plasma from a certain 
volunteer were transfused, the recipients consistently 
developed an undifferentiated acute febrile illness. In 
addition, six patients, who had recovered from this ill- 
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ness, also developed pain and stiffness in the joints, in- 
variably after being entirely free from the initial symp- 
toms for a week or more. This interval between the 
acute illness and the arthralgia, the predilection for 
proximal interphalangeal and wrist joints, and the fact 
that the symptoms invariably were most severe after pro- 
longed inactivity suggested that these symptoms might 
be due to the development of acute rheumatoid arthritis. 
In none of the patients was there clear-cut objective 
evidence of joint inflammation on physical examination, 
however. Four of six patients had entirely normal 
sedimentation rates, and in no case was the elevation of 
sedimentation rate very great. Furthermore, C-reactive 
protein and antistreptocolysin titers were normal. It ap- 
pears exteremely doubtful, therefore, that the joint symp- 
toms actually represented rheumatoid arthritis. Their 
exact nature remains obscure. Malaria“; hepatitis *; 
syphilis, measles, smallpox, and typhoid °; brucellosis °; 
kala-azar *; and infectious mononucleosis § are all known 
to have been transmitted by blood transfusion. The 
clinical course of these diseases, however, does not re- 
semble that which we have observed. Furthermore, it 
has not been possible to demonstrate the appropriate 
abnormal laboratory findings usually associated with the 
more common of these diseases. It would seem, therefore, 
that we are dealing with an agent, the transmission of 
which by blood transfusion has not been previously de- 
scribed. Although this agent has not been identified, we 
have been able to obtain some suggestions about some 
of its characteristics from our studies. 

It appears that the agent is self-propagating; the illness 
did not become less severe with successive subinoculation 
as might be expected as the result of dilution of a non- 
propagating agent. The agent is filterable. These charac- 
teristics very strongly suggest that it is viral in nature. 
The agent further resembles some viral agents in the 
variability of the clinical picture from one passage to 
another. The earlier passages, for example, were charac- 
terized by a high fever and a short course. In more re- 
cent passages, afebrile courses of longer duration and 
late relapses have been more common. The agent did 
not appear infectious by the oral route, at least in the 
two patients so inoculated. There were no cross infec- 
tions as might be expected were it transmitted through 
air-borne droplets. It is also of interest that the original 
source (K) was exposed to intravenous infection through 
use of self-injected doses of narcotics. Convalescent 
plasma could not be demonstrated to possess any defi- 
nite neutralizing potency, a not at all surprising finding 
in view of the persistence of the agent in the blood of at 
least some individuals. 
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The finding that blood stored in the refrigerator in 
acid-citrate-dextrose solution for two days is still in- 
fectious is of some practical importance. Routine blood- 
banking practices would permit transmission of the 
agent. The original source of the infection was an ap- 
parently perfectly healthy male, one who but for the 
history of use of narcotics would have been considered 
an acceptable blood donor, even by the most rigid stand- 
ards. It appears probable that other such healthy car- 
riers exist and that their blood has been used for blood 
transfusion. It is equally likely, however, that the 
causal relationship between a blood transfusion and a 
self-limited febrile illness two weeks later in a single 
recipient would not be appreciated. The relationship 
between the transfusion and illness would certainly have 
escaped our attention had not five of six recipients al- 
most simultaneously become ill; the distribution of ali- 
quots of a single fresh blood sample to a number of re- 
cipients rarely, if ever, occurs in routine blood-banking 
practice. 

SUMMARY 

It has been demonstrated that the blood of an ap- 
parently healthy man induces an apparently self-limited, 
usually febrile, illness in a high proportion of men into 
whom it is inoculated intravenously. The clinical picture 
of this illness was characterized by fever, myalgia, and 
headache. In addition, upper respiratory and gastro- 
intestinal symptoms were present in some of the patients. 
Aside from a slight leukopenia observed in most of the 
patients during the acute illness, extensive laboratory 
examinations were normal. A few late relapses were 
observed; some of these were characterized by the 
presence of arthralgia. The joint symptoms resembled 
those of rheumatoid arthritis; however, the absence of 
evidence of acute joint inflammation by physical exam- 
ination, normal sedimentation rates, and negative C-re- 
active protein tests indicated that these volunteers did 
not actually develop rheumatoid arthritis. Complete re- 
covery appeared to be the rule, both in the acute illness 
and in the late relapses. It was possible to serially trans- 
mit this illness by inoculating new recipients with the 
blood of men who were in the acute stages of this ill- 
ness. Of 37 men inoculated intravenously with fresh 
plasma, red blocd cells, or whole blood from the original 
source of this disease or from men in the acute symp- 
tomatic phase of the illness, 31 men, or 84%, developed 
typical symptoms within 30 days. It has been possible 
to transmit the disease from men in various stages of 
convalescence and through blood stored for 2 days at 
4 C or for 19 to 29 days at -70 C. Two attempts at 
passage by the oral route were unsuccessful. No rela- 
tionship between infectious hepatitis and other diseases 
heretofore reported as being transmissible by blood 
transfusion is apparent. The study suggests that the 
transmissible agent is viral in nature. Because the agent 
survives under blood-banking conditions and because 
it may be present in the blood of healthy volunteers, it is 
believed to represent another potential hazard in the 
transfusion of blood. 
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SURGERY IN TREATMENT OF 
HYPERTHYROIDISM 


Dwight E. Clark, M.D. 


and 


James H. Rule, M.D., Chicago 


A uniformity of opinion as to whether radioiodine 
or surgery should be the preferred type of definitive 
therapy in any given case of hyperthyroidism would 
be almost impossible to obtain. Some individuals are 
still of the opinion that all cases of thyrotoxicosis should 
be treated by surgical means. Miller‘ treats all cases 
of hyperthyroidism with radioiodine (I'*') regardless 
of the patients’ age or type of gland, with the exception 
of those cases in which the condition is associated with 
pregnancy or lactation. He emphasizes, however, that the 
wholesale treatment of children for thyrotoxicosis should 
not be carried out, and he is only administering the 
isotope to children, as part of a long-term study. Chap- 
man and his co-workers * have concluded that I'*' should 
not be used in persons with either a single or multiple 
toxic nodular goiter, their reasons being the high in- 
cidence of carcinoma in clinically solitary nodules and 
that, although a multinodular goiter may diminish in 
size after I’*' therapy, it may still harbor a carcinoma. 
During the past eight years we have had an opportunity 
to see and treat a large number of patients with primary 
or secondary hyperthyroidism with I'*' or surgery, and 
in this interval we have established fairly definite 
criteria for the therapeutic application of I'*'. These 
indications, with a few minor variations, agree with 
those of many other investigators who are using [*** in 
the treatment of hyperthyroidism. 


CRITERIA FOR RADIOIODINE THERAPY 

Almost all of the 700 patients that we have treated 
have met one or more of the following criteria: (1) 
uncomplicated hyperthyroidism in patients over 40 years 
of age; (2) recurrent or persistent hyperthyroidism 
after thyroidectomy; (3) hyperthyroidism with severe 
cardiovascular disease or some other concurrent dis- 
ease; (4) failure to respond properly to antithyroid 
drugs; (5) refusal to accept surgical or other therapy; 
or (6) presence of severe exophthalmos. The possibility 
that radiation from I'*! may induce a carcinoma of the 
thyroid has deterred us from using it in younger patients 
with uncomplicated thyrotoxicosis. To date, there have 
been no reports of adverse radiation effects in any 
patients who have received therapeutic doses of I'*'. 
Since it will require many years to evaluate fully any pos- 
sible long-range harmful effects of internal beta radiation 
on the thyroid or other tissues, we advocate surgery 
as the treatment of choice in patients under 40 years 
of age with uncomplicated primary or secondary hyper- 
thyroidism. In skilled hands, the risk of surgery in this 
group is minimal. The mortality should be less than 
0.5 of 1% and the complication rate less than 1%. 
There is very little morbidity, and the results are ex- 
cellent. 


Children with toxic diffuse goiter (Graves’ disease ) 
should probably never be treated with I'*! unless com- 
plicating factors make the risk of surgery too hazardous 
or surgery is absolutely refused. We have treated only 
four patients who were under 20 years of age. One of 
these had had surgical treatment previously, and both 
the parents and the patient did not desire a second 
operation. Another had severe rheumatic heart disease. 
The third patient was 16 years of age, and both she 
and her parents refused to accept surgery. The fourth 
patient had severe exophthalmos, responded poorly to 
antithyroid drugs, and her parents did not want her sub- 
jected to surgery. Since the amount of radiation required 
to induce a carcinoma is not known, we are even re- 
luctant to give children small tracer doses of I'*' for 
thyroid function studies. 

We have never encountered a carcinoma in a patient 
with toxic adenomatous goiter, and the reported in- 
cidence is less than 1%. Because of this we have not 
hesitated to treat such individuals over 40 years of age 
with ['*' if the goiter is small or of moderate size. In- 
dividuals in the older age group with large toxic adenom- 
atous goiters are better treated with surgery (see 
figure). Many of these have pressure symptoms from the 
enlarged thyroid, and, even though the thyrotoxicosis 
may be controlled with I'*', the size of the gland usually 
is not materially reduced. 

In patients with recurrent or persistent hyperthy- 
roidism, the preferable treatment is certainly use of I'*'. 
Surgery in such cases is somewhat difficult, and the risk 
of recurrent nerve injury and removal of all the para- 
thyroids is appreciable. I’! is the treatment of choice 
in all patients with a toxic goiter where the surgical 
risk is excessive because of secondary complications. 
Such complications include organic heart disease, kidney 
disease, pulmonary disease, mental disease, diabetes, 
hypertension, and severe rheumatoid arthritis. 

We have had a small group of patients with idiosyn- 
crasies to 1odine or antithyroid drugs who could not 
be properly prepared for surgery. These patients have 
been treated with I**' with excellent results. Many pa- 
tients are reluctant to undergo thyroidectomy and are 
not desirous of a long-continued course of antithyroid 
drugs. Since our experience with prolonged administra- 
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tion of antithyroid drugs as a definitive form of therapy 
has not been too encouraging, we have included this 
group in our indications for I'"' therapy. 

There is a variance of opinion as to the effect of I'"' 
therapy on the course of exophthalmos. In our series 
of cases that we have treated with radioactive iodine, 
there were 189 patients with exophthalmos of varying 
degree (table 1). An increase in the exophthalmos was 
observed in only one patient after therapy. We were 
unable to evaluate adequately 30 patients. These were 
being followed elsewhere, and we were unable to deter- 
mine whether the exophthalmos had improved or re- 
mained unchanged. Of the 159 patients who were 
evaluated satisfactorily, 49, or 30.8%, had complete 
regression; 88, or 55.4%, showed varying degrees of 
improvement; and in 16, or 10%, it was thought that 


Elderly patient with a toxic multinodular goiter. The trachea was 
deviated and compressed, causing respiratory difficulty. She obtained an 
excellent result from surgery. 


the degree of exophthalmos remained the same. In five 
cases, post-therapeutic exophthalmos developed 6 weeks 
to 17 months after the administration of the I'*'. It has 
been our impression that the improvement in exophtha!- 
mos with I'*! therapy is somewhat better than with 
surgery. Perhaps even better results could be achieved 
if all of the patients with exophthalmos who are treated 
with I'*' were given desiccated thyroid three to four 
weeks after the administration of the iodine to insure 
against the development of hypometabolism. 


CONTRAINDICATION TO RADIOIODINE THERAPY 


Contraindications to I'*' therapy include (1) preg- 
nancy and lactation, (2) clinical solitary nodule asso- 
ciated with hyperthyroidism, (3) nontoxic nodular goiter, 
and (4) nontoxic diffuse or simple goiter. We believe 
that the coexistence of hyperthyroidism and pregnancy 
is an absolute contraindication for I'*’ therapy. Chap- 
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man and his associates * have shown that I'*! readily 
crosses the placental barrier and that the fetal thyroid 
is able to concentrate iodide after the third month. I'"' 
has also been found in the milk of lactating women. 
Because of the strong possibility of an existing car- 
cinoma, patients with hyperthyroidism and a clinically 


TaBLe 1.—Course of Exophthalmos Following Therapy 


Patients 
Exophthalmos No. 

Developed after therapeutic responmse............... 5 3.1 


total) 


solitary nodule should have surgery with or without [I'*! 
unless the nodule can be proved to be a hyperfunction- 
ing adenoma by suitable techniques. Several of the pa- 
tients in our I'*' series had solitary nodules. In a few the 
nodules disappeared as the hyperthyroidism was con- 
trolled. We have considered these as representing hyper- 
functioning adenomas and have not advised subsequent 
surgery. In the cases in which the solitary nodule per- 
sisted after the establishment of euthyroidism, surgery 
was strongly recommended. I'*' will not appreciably 
alter the size of a nontoxic nodular goiter, and such con- 
ditions should be treated surgically if therapy is indicated. 


RESULTS OF RADIOIODINE THERAPY 
Therapy has been completed in 628 patients, includ- 
ing 384 that have been reported on previously. A few 
patients who had complete remission have been lost 
to recent check and are not included in the series. A 
small group of patients offered no opportunity for any 
follow-up after therapy either because they failed to 


TaBLeE 2.—Gland Type and Therapeutic Result 


Therapeutic Result 
Post [141 * 


Eu- Hypo- Reeur- Total 
Gland Type thyroid thyroid rent (%) 
214 4s (2) 262 
(41.7%) 
201 28 (1) 229 
(36.5%) 
Postsurgical recurrent......... 105 32 0 137 


628 
(%) (82.8%) (17.2%) (100.0% ) 


* These cases have all been treated again with I'8! and are included 
in the euthyroid groups. 


return or because the referring physician was reluctant 
to forward such information. One of the big problems 
with this form of therapy is that many physicians who 
do not have a great deal of experience in the care of 
patients treated with I'*' believe that one dose is all 
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that is required to assure a complete remission. If a 
remission is not accomplished by a single treatment, 
some will condemn the therapy or will allow the patient 
to continue inadequately treated. 

Twenty-six in the group have died. In all of these pa- 
tients, a complete remission of the thyrotoxicosis had 
been accomplished and the cause of death appeared to be 
unrelated to the isotope therapy. In the 628 cases fol- 
lowed carefully, the ratio of females to males was 3.5 to 
1. Table 2 shows the therapeutic results in this group. Ot 
the 262 patients with a toxic diffuse goiter, 214 became 
euthyroid and 48 hypothyroid. Two of the patients had 
a recurrence two and four years after a euthyroid state 
had been established. In 229 cases of toxic nodular 
goiter treated, 201 patients became euthyroid and 28 
hypothyroid. A recurrence developed in one case five 
years after the patient had been treated successfully with 
I'*'. Postsurgical recurrent thyrotoxicosis was seen in 
137 cases; 105 patients had an excellent response, and 
32 became hypothyroid following radioiodine therapy. 

In all, 520, or 82.8%, of the patients became euthy- 
roid. A total of 108, or 17.2%, developed varying 
degrees of hypometabolism, and the recurrence rate 
was approximately 0.5 to 1%. The incidence of hypo- 
metabolism may seem high, but in many of these cases 


TABLE 3.—Number of Doses of I'*' Required for Remission 


Gland Type 
No. of Recur- 
Doses Diffuse Nodular rent No. % 
52 75 33 25.5 
16 52 Is 116 18.4 


Patients 


452 299 137 628 100.0 


the condition is extremely mild; perhaps some might 
not be considered to be hypothyroid by less critical 
standards. Furthermore, some of the patients showed a 
transitory hypometabolism that lasted for a few months 
to a year or more. It is possible that in time many of the 
milder cases of hypometabolism will not require any 
substitution therapy. A fair number of patients were 
purposely rendered hypometabolic in an attempt to im- 
prove their cardiac status; if one excludes the latter 
group and the extremely mild cases, the incidence of 
hypometabolism drops to 11%. This is comparable to 
that after surgery and certainly does not preclude the 
use of 

The number of doses required to effect a remission 
is shown in table 3. Only one dose was necessary for 
352, or 56.1%, of the patients; two doses were required 
for 160 patients, or 25.5%; and 3 or more doses for 
the remainder. There was complete remission with one 
or two doses in 81.6% of the 628 patients. There has 
been no radiation sickness and no evidence of bone 
marrow depression or injury to the parathyroids, kid- 
neys, or bladder. Menstrual abnormalities have not been 
observed. Some of the patients subsequently became 
pregnant and delivered healthy children. 

From these results, I'*' is apparently an excellent 
means for treating selected cases of thyrotoxicosis and 
offers many advantages over surgery. There is no mor- 
tality, no parathyroid destruction, and no recurrent 
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nerve damage. Its cost is relatively inexpensive com- 
pared with that of surgery. No hospitalization is required, 
virtually no time is lost from work, and the administra- 
tion is painless and produces an excellent cosmetic re- 
sult. Furthermore, the recurrence rate is negligible, the 
incidence of hypometabolism is comparable to that ob- 
served after surgery, and the isotope should be effective 
in all cases of true hyperthyroidism if given in adequate 
amounts. 

The untoward effects are minimal. A moderate num- 
ber of patients have noted tenderness in the region of 
the thyroid gland after I'*' therapy. This usually appears 
one to three days after the administration of I'*' and 
continues for several days to a week. Furthermore, some 
patients complained of a sensation of constriction in 
the neck beginning five to six weeks after therapy and 
continuing for a considerable period of time. A few 
patients had symptoms suggestive of gastritis a few days 
after therapy. Once the fear of carcinogenesis has been 
dispelled, I'*! should also become the treatment of choice 
in young persons with uncomplicated hyperthyroidism 
unless a better and nondestructive method of therapy 
is forthcoming. 

SUMMARY 

Our criteria for the use of radioiodine (I'*') in the 
treatment of hyperthyroidism are as follows: uncompli- 
cated hyperthyroidism in patients over 40 years of age; 
recurrent or persistent hyperthyroidism following thy- 
roidectomy; hyperthyroidism complicated by some other 
concurrent disease; idiosyncrasies to antithyroid drugs; 
refusal to accept surgical therapy; or severe exophthal- 
mos. Contraindications for I'*! therapy are as follows: 
uncomplicated hyperthyroidism in patients under 40 
years of age; hyperthyroidism in children; large toxic 
nodular goiter; hyperthyroidism complicated by preg- 
nancy and lactation; hyperthyroidism associated with a 
clinical solitary nodule; nontoxic nodular goiter or non- 
toxic diffuse or simple goiter. 

In 628 hyperthyroid patients treated with I''', 520, 
or 82.8, of the patients became euthyroid. A total 
of 108, or 17.2%, developed varying degrees of hypo- 
metabolism. Complete remissions were obtained in 
81.6% of the 628 patients with one or two doses of 
I''. The results indicate that radioiodine therapy has 
certain advantages over surgery in selected cases ot 
thyrotoxicosis. 

950 E. 59th St. (37) (Dr. Clark). 


Asthma.—Asthma can be treated successfully. Most patients 
can be cured by removal of offending antigens, once an eti- 
ological diagnosis is made. A few receive aid from psychiatry. 
Etiology can not always be determined. Frequently simple 
medication like epinephrine suffices. A few require one of the 
corticosteroids to prevent invalidism. Long-term maintenance 
steroid therapy remains hazardous and requires cooperation of 
patient and physician. Such therapy must be justified in each 
patient individually. Since the adrenocortical steroids are 
effective and since they may cause serious side-reactions, the 
importance of making an etiological diagnosis has increased.— 
W. S. Burrage, M.D., H. C. Mansmann Jr., M.D., and J. W. 
Irwin, M.D., Current Methods of Diagnosis and Treatment of 
Asthma, A. M. A. Archives of Internal Medicine, September, 
1955. 
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INTRAVENOUS CHOLANGIOGRAPHY 


RESULTS IN ONE HUNDRED CHOLECYSTECTOMIZED PATIENTS WITH UPPER ABDOMINAL SYMPTOMS 


David J. Sandweiss, M.D. 


and 


Harold Fulton, M.D., Detroit 


It is generally conceded that after cholecystectomy 
performed for cholelithiasis moderate to severe post- 
operative symptoms occur in from 10 to 25% of pa- 
tients.! When cholecystectomy is performed for the 
so-called noncalculous gallbladder, symptoms persist in 
about 50% of the patients.’ The possible causes for 
persistent or recurrent symptoms are many. They in- 
clude calculi in the hepatic, common, or cystic ducts; 
stone or inflammation of the gallbladder stump; common 
duct stricture; residual cholangitis, hepatitis, and pan- 
creatitis; neuromas about the common duct; postopera- 
tive adhesions; biliary dyskinesia; and, not infrequently, 
erroneous preoperative diagnoses or associated diseases, 
such as hiatal hernia, unrecognized malignant lesion, 
gastric or duodenal ulcer, arthritis of the spine, or 
psychoneurosis. These patients present a real challenge 
to the clinician. 

This communication is concerned chiefly with a roent- 
genologic study of the hepatic and common bile ducts in 
100 cholecystectomized patients who experienced mod- 
erate to severe epigastric and/or right upper quadrant 
distress that represented or simulated biliary tract dis- 
ease. Ninety of the 100 patients are known to have had 
gallstones at the time of the cholecystectomy. We used 
the recently introduced intravenously given contrast 
medium sodium iodipamide (Cholografin ), first reported 


From the departments of internal medicine and radiology, Harper 
Hospital. 

The sodium iodipamide used in this study was supplied as Cholo- 
grafin by Dr. Mark H. Lund, Squibb Institute for Medical Research, New 
Brunswick, N, J. 
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by Frommhold* and subsequently by several other 
European workers.* To date, three preliminary reports 
have been published in this country, those of Berk and 
associates,® Orloff and his associates,® and Fulton and 
Sandweiss." 

Sodium iodipamide is a 20% solution containing’ as 
its essential agent the di-sodium salt of N,N’-adipyl-bis- 
(3-amino-2,4,6-triiodo-benzoic acid). The iodine con- 
tent of the compound is 64.32%. Following its intra- 
venous administration, 90% is excreted by the liver; 
the remaining 10% passes out through the urinary tract 
except where liver function is impaired, in which case 
a higher percentage is excreted by the kidneys. The 
medium appears in the bile in high concentration a 
few minutes after the injection, and sufficient medium 
may be present in the bile to allow visualization of the 
bile ducts on roentgenograms 10 to 20 minutes after 
intravenous administration. 


METHOD OF STUDY 

Patients are prepared as tor cholecystography. Fol- 
lowing exposure of a preliminary roentgenogram of the 
right upper abdominal quadrant, | cc. of the contrast 
medium is injected intravenously as a test dose and the 
patient is observed for 10 minutes. If no reaction to the 
substance is apparent, 20 to 40 cc. of the material is 
injected intravenously at a very slow rate (six to eight 
minutes for injection). Roentgenograms of the bile duct 
area are then exposed in a serial fashion at completion 
of the injection and at 10 minute intervals thereafter 
for a period of one hour, The usual roentgenographic 
technique for cholecystography is employed. The diam- 
eter of the common duct was determined by measure- 
ment directly on the roentgenograms, using the method 
suggested by Berk and associates,’ namely, measuring 
the transverse diameter at the widest portion of the 
visualized duct system. We selected an arbitrary upper 
limit for normal as 8 mm., in conformity with the find- 
ings of Royer and co-workers > and Berk and his co- 
workers.° 

RESULTS 

The major hepatic bile ducts and common bile ducts 
were faintly outlined on the 10 minute exposures and 
more densely on the 20 minute exposures. Later roent- 
genograms showed the smaller biliary radicles, the right 
and left common hepatic ducts, common bile duct, and, 
in some instances, the cystic duct. The common duct 
and hepatic radicles were visualized in 94 (94%) of 
the 100 cases. In one patient (with a choledochoduo- 
denostomy) the common duct was initially dilated with 
gas (22 mm. in width), and the intravenously admin- 
istered sodium iodipamide did not further outline the 
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duct system. In the remaining five cases of nonvisualiza- 
tion there was impairment of liver function as evidenced 
by chemical tests. 

In 41 of the 94 patients (44% ), the terminal end 
of the common duct could not be seen. Sixty-four 
(68% ) of the 94 patients showed common ducts rang- 
ing in width from 3 to 8 mm. (table 1, fig. 1). In 3 
(5%) of these 64 patients, stones were apparent on 
the cholangiograms (table 2, fig. 2). In the remaining 
30 (32% ) of the 94 patients, the common ducts ranged 
in width from 9 to 26 mm. (table 1, fig. 3). In 5 (17% ) 
of these 30 patients stones were diagnosed by cholangi- 
ography. In four of these five patients the calculi were 
definitely apparent, and in one a stone was suspected. 
In the latter case an abrupt transverse termination of 
the common duct suggested the presence of an impacted 
stone. To date, five of the eight patients in whom diag- 
nosis of stones was made by intravenous cholangiog- 
raphy have been operated upon. In four patients the 
presence of common duct stone was confirmed. In the 


Fig. 1.—Intravenous cholangiogram showing normal-sized (4. mm. 
width) common duct. 


patient with the suspected stone, the common duct was 
found to be dilated but free of calculus. Of the seven 
patients with definite cholangiographic evidence of com- 
mon duct stones, five experienced episodes of colic and 
three of the five patients had had jaundice during the 
colic episodes. Two of the seven patients with common 
duct stones had neither colic nor jaundice (table 2). Of 
the 25 patients with dilated common ducts without 
stones, none had jaundice and only one patient had 
colic. 

Excluding duplications, of the 94 patients whose 
common ducts were visualized (table 3), 34 patients 
(36% ) showed normal cholangiograms, 7 patients 
(7% ) showed stones in the common duct, and 3 pa- 
tients (3% ) showed dilated cystic duct stumps or “re- 
formed” gallbladders. In this group of 44 patients (46% ) 
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the cholangiographic findings were either definitely nor- 
mal or definitely abnormal. Twenty-five (27% ) of the 
94 patients showed moderate to marked dilatation of the 
common ducts, but stones were not seen on the cholan- 


Fig. 2.—Intravenous cholangiogram showing normal-sized (6 mm. width) 
common duct that contains two calculi (arrows). The two small black 
objects to the left of the duct represent the actual calculi. 


Fig. 3.—Intravenous cholangiogram showing dilated (14 mm. width) 
common duct. The terminal end of the duct is not visualized. The upper 
arrow indicates a cystic duct stump. 


giograms. In 24 patients (26% ) the common ducts were 
of normal width, but the terminal ends of the ducts were 
not visualized. In this group of 49 patients (53% ) the 
cholangiographic findings were equivocal. In one pa- 
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tient (1%), cholangiographic interpretation was in 
error: the common duct was found to be dilated (16 
mm.) on the roentgenograms and a stone was suspected; 
however, at exploration, though the common duct was 
dilated, it was patent and a calculus was not found. 

Of the 30 patients whose common ducts were 9 to 
26 mm. in width, 28 patients (93%) had had their 


Taste 1.—Relation Between Common Duct Width and Interval 
Between Cholecystectomy and Cholangiography 
in Ninety-Four Patients 
Common Duet Width 
— 
9-12 Mm. 13-26 Mm. 


Time Interval 3-6 Min 7-8 Min. 


* Cholangiographie evidence of common duct stone. 

+ Cholangiographie evidence of common duct stone in one of the 
patients in each group. 

; Stone suspected on cholangiograms; exploration failed to yield a 
common duct stone. 


cholecystectomies from 1 to 28 years prior to the 
cholangiographic study (table 1). Of the 64 patients 
whose common ducts were 3 to 8 mm. in width, 50 pa- 
tients (78%) also had their cholecystectomies from 
1 to 29 years prior to this study (table 1). On the 
basis of the detailed data in table 1, it appears that the 
width of the common duct does not necessarily depend 
on the interval of time between cholecystectomy and 
cholangiography. 

Several patients displayed minor reactions after in- 
travenous administration of the full dose of sodium 
iodipamide, but none reacted to the test dose. The reac- 
tions consisted of a burning sensation over the substernal 
area, a sensation of warmth over the face, or transient 


TABLE 2.—Patients with Common Duct Stones Revealed by 
Intravenous Cholangiography 


Cholangiography 
‘Terminal 
Case Width of Stone End 


No, Duct, Mm. Present Visualized Colie Jaundice 
1 4 Yes (4) Yes Yes No 
2 6 Yes (2) No Yes No 
3 s Yes (1) Yes No No 
4 10 Yes (1) Yes No No 
5 10 Yes (3) No Yes Yes 
6 16 Suspected* No Yes No 
7 20 Yes (2) No Yes Yes 
8 21 Yes (2) No Yes Yes 


"Exploration failed to yield a common duet stone. 


urticarial wheals. One patient developed pain that lasted 
about 24 hours at the injection site. The most marked 
reaction was experienced by an 80-year-old woman with 
liver dysfunction, whose common duct was not visualized 
by intravenous cholangiography. She developed nausea, 


9. Twiss, J. R.; Beranbaum, S. A.; Gillette, L., and Poppel, M. H.: 
Post-Cholecystectomy Oral Cholangiography: A Preliminary Report, Am. 
J. M. Sc. 227: 372, 1954. 

10. Footnotes 3, 4, 5, 6, and 7. 
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vomiting, and epigastric distress 10 minutes after admin- 
istration of the contrast medium. The symptoms subsided 
shortly after an intravenously given dose of 50 mg. of 
diphenhydramine (Benadryl). 


COMMENT 

Two methods are presently being employed in non- 
surgical visualization of the common duct in postchole- 
cystectomy patients: oral cholangiography ° and intra- 
venous cholangiography.'’ Our experience with the for- 
mer method (using iodopanoic acid [Telepaque]) is 
encouraging and is being extended. Our experience with 
the intravenous method (using sodium icdipamide) in 
100 cholecystectomized patients with epigastric and/or 
right upper quadrant symptoms suggestive of biliary tract 
disease warrants the following comments: The demon- 
stration of a calculus in the common duct of a cholecys- 
tectomized patient is the most dramatic and gratifying 
result of this new cholangiographic technique. However, 
this occurred in only 7% of our patients. Failure to 
demonstrate calculi roentgenographically does not neces- 
sarily prove that calculi are not present, especially if the 
terminal end of the common duct is not delineated by 
the contrast medium. 


TABLE 3.—Cholangiographic Findings in Ninety-Four Patients * 


Stones in common ducts (in 3 patients with common 
ducts of normal width; in 4 patients with dilated 
Dilated cystic duct stumps or ‘‘reformed” gallbladders 3 ( 8%) 
Dilated common ducts without apparent stones....... 25 (27%) 
Common duets of normal width and without apparent 
stones but with nonvisualization of the terminal ends 
Dilated common duct with a stone suspected on the 
cholangiogram but no common duet stone found on 


* Excluding duplications. 

+ These refer only to the patients whose common ducts were of normal 
width and whose cholangiograms did not show stones; however, of the 
total %4 patients in this series, the terminal end of the common duct 
could not be seen in 41 (44%) patients. 


In 34 (36% ) of the 94 patients the cholangiograms 
were interpreted as normal. In these cases the common 
duct and its terminal end were well visualized, the width 
of the duct was within normal limits, and stones were not 
seen or suspected. The finding of a normal cholangio- 
gram in a cholecystectomized patient with epigastric 
and/or right upper quadrant distress is of great diag- 
nostic value indeed. However, more experience is neces- 
sary to determine the incidence of false negative cholan- 
giograms in these patients. In 64 patients the common 
ducts were of normal width; in this group of patients, 
5% showed stones. In the remaining 30 patients, the 
common ducts were dilated, and in this group 83% 
failed to show stones on the cholangiograms. The sig- 
nificance of dilatation of the common duct is not yet 
clear. In any event, it appears that stones may exist 
without dilatation of the common duct and, conversely, 
that a dilated common duct may exist in the absence of 
apparent stones. In 41 (44%) of the 94 patients the 
terminal end of the common duct was not seen. This is a 
definite limitation to intravenous cholangiography; how- 
ever, there is hope that, with improved contrast me- 
diums, with improved technique, with the use of pharma- 
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cological agents that act on the sphincter of Oddi, and 
with greater experience, this limitation will be eliminated 
or at least reduced. 

That cholecystectomized patients with common duct 
stones may experience mild to severe epigastric or right 
upper quadrant distress without colic, without icterus, 
or without dilatation of the common duct is not too well 
known (table 2). This was stressed by Alvarez '! in 
1945, when he called attention to the fact that occasion- 
ally patients may have stones in the bile ducts with very 
few, if any, symptoms. When symptoms persist or recur 
after cholecystectomy, the absence of colic or icterus 
does not rule out the possibility of common duct stone. 

In six of our patients the bile ducts failed to visualize. 
Five of the six showed impairment of hepatic function 
evidenced by abnormal liver function tests. Fromm- 
hold * and Berk and co-workers ‘° imply that failure to 
visualize the extrahepatic bile ducts might be interpreted 
as an abnormal liver function test. The latter workers 
reported that, of six patients with nonvisualized ducts, 
two had hyperbilirubinemia and five showed some ab- 
normality of the hepatic profile. The possible correlation 
between nonvisualization of ducts by intravenous chol- 
angiography and hepatic impairment as measured by 
liver function tests warrants further study. 

Does the common duct dilate as a compensatory 
mechanism following cholecystectomy? On the basis of 
autopsy findings Puestow and Morrison '* as well as 
Benson '' believed that it does. However, our data, on 
the basis of cholangiographic measurements in cho- 
lecystectomized patients, fail to corroborate this con- 
tention. Only 30 (32% ) of the 94 cholecystectomized 
patients showed moderate to marked dilatation of the 
common ducts (table }). When we excluded the four 
patients in this group with definite cholangiographic evi- 
dence of stones, only 26 (29%) of the 90 patients 
showed unexplained common duct dilatation. More im- 
pressive evidence that the common duct does not neces- 
sarily dilate as a compensatory mechanism after chole- 
cystectomy is suggested by our finding that 64 (68% ) 
of the 94 cholecystectomized patients showed common 
ducts ranging in width from 3 to 8 mm. This was true 
both for the 50 patients on whom cholecystectomy was 
performed | to 29 years previously, as well as for the 14 
patients on whom cholecystectomy was pertormed | to 
11 months prior to the cholangiographic study (table |). 


SUMMARY AND CONCLUSIONS 

One hundred cholecystectomized patients with mild to 
severe epigastric and/or right upper quadrant symptoms 
that represented or suggested biliary tract disease were 
studied by the intravenous method of cholangiography, 
using the recently introduced contrast medium sodium 
iodipamide (Cholografin). The common duct and 
hepatic radicles were visualized roentgenographically 
in 94 (94% ) of the 100 patients. Excluding duplica- 
tions, 34 (36% ) of the 94 patients showed normal cho- 
langiograms; 7 patients (7% ) showed stones in the com- 
mon ducts; and 3 patients (3% ) showed dilated cystic 
duct stumps or “reformed” gallbladders. In this group 
of 44 patients (46%) the cholangiographic findings 
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were clearly positive or negative and were of distinct 
value, despite the fact that the incidence of false nega- 
tive cholangiograms is not yet known. Twenty-five 
patients (27% ) had unexplained moderate to marked 
dilatation of the common ducts, and 24 patients (26% ) 
showed common ducts of normal width without ap- 
parent stones but with the terminal ends of the ducts not 
visualized. In this group of 49 patients (53%) the 
roentgen findings were equivocal. In one patient (1% ) 
with a dilated common duct, a stone was suspected but 
was not found at exploration. Of the total 30 patients 
with dilatation of the ducts, 4 (13% ) showed definite 
stones on the cholangiograms. Of the 64 patients 
with ducts considered to be of normal width, 3 (5% ) 
showed stones. Of the 30 patients with dilated ducts, 
25 (83% ) failed to show calculi by cholangiography. 
The significance of dilatation of the common duct with- 
out apparent stone is not as yet clear, though a number 
of these patients might have stones that are not visual- 
ized by intravenous cholangiography. It appears that the 
width of the common duct as measured on the roent- 
genograms depends neither on the presence or absence 
of visualized stones nor on the interval of time between 
cholecystectomy and cholangiographic study. On the 
basis of our findings it appears that the common duct 
does not necessarily dilate, as a compensatory mech- 
anism, following removal of the gallbladder. There are 
several limitations at the present time to intravenous cho- 
langiography: In patients with jaundice, bile duct visual- 
ization apparently fails. In nonicteric patients with im- 
paired liver function, bile duct visualization also fails. 
In 44% of the patients in this series, the terminal end 
of the common duct, a critical area, was not visualized. 
9739 Dexter Blvd. (6) (Dr. Sandweiss). 
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Agammaglobulinemia.—Agammaglobulinemia is now a well 
established and widely recognized clinical entity. It has been 
seen most frequently in young boys but has also been observed 
occasionally in adults, both male and female. The outstanding 
characteristic of this anomaly is the inability to elaborate gamma 
globulin, including antibodies, and the consequent marked sus- 
ceptibility to infections, although all other serum protein frac- 
tions are normal. .. . The pathogenesis of agammaglobulinemia 
is obscure. It has been proposed . . . that there are two mecha- 
nisms, the one operating in children being hereditary and the 
one creating the defect in adults being acquired. The occurrence 
of the anomaly in siblings . . . lends support to the hypothesis 
that it is genetically determined even when appearing in adults. 
Simple presumptive tests for the defect when suspected clinically 
are the demonstration of absence of isohemagglutinins and an 
unexpectedly slow erythrocyte sedimentation rate. Although the 
defect appears to be permanent, its effects may in many instances 
be ameliorated by the administration of adequate amounts of 
gamma globulin and the appropriate use of antibiotics —T. H. 
Brem, M.D., and M. E. Morton, M.D., Defective Serum 
Gamma Globulin Formation, Annals of Internal Medicine, 
September, 1955. 


59 


1002 


INFLUENCE OF THE LIVER ON 


J.A.MLA., Nov. 5, 1955 


BONE METABOLISM 


REPORT OF TWO CASES 


M. Hines Roberts, M.D. 


and 


Cary Sullivan, M.D., Atlanta, Ga. 


This paper concerns the history of two children with 
unusual liver pathology. The chief interest lies in the 
extensive bone changes that occurred in each instance. 
Although the primary etiology of the liver disorder in 
the two cases is obviously quite different, the changes in 
the skeletal system were similar in that extensive osteo- 
porosis had taken place at some time during the course 
of the illness in both children. There is considerable in- 
formation available as to the influence of the liver upon 
calcium and phosphorus metabolism; however, the ex- 
planation of the extensive osteoporosis occasionally ob- 
served in liver disease is not clear. 

Pavlov ' demonstrated many years ago that dogs with 
biliary fistulas developed extensive osteoporosis. It was 
assumed that this condition resulted from the absence of 
biie salts, which promote vitamin D and calcium absorp- 
tion. Seidel ° reported bone atrophy in two patients with 
bile fistulas of long duration. Tammann * showed that 
parenterally given vitamin D alleviated the osteoporosis 
resulting from the absence of bile in the gastrointestinal 
tract. Whipple and associates ‘ demonstrated that osteo- 
porosis in dogs with biliary fistulas was prevented by 
feeding liver to these animals. He felt that the absence 
of bile salts alone probably did not explain the entire 
picture and postulated the existence of an unknown sub- 
stance elaborated by the liver and absorbable through 
the gastrointestinal tract, which prevented decalcifica- 
tion of bone. Buchbinder and Kern * reported low serum 
calcium levels following ligation of the bile duct in ani- 
mals. They also reported low calcium levels in humans 
exhibiting jaundice. They found that calcium levels re- 
turned to normal when jaundice cleared. The occurrence 
of osteoporosis in patients with biliary atresia has been 
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reported in infants who survived for a considerable pe- 
riod of time. Dr. Park " states that osteoporosis is regu- 
larly seen in such patients. 

We have observed extensive bone changes in children 
with congenital anomaly of the bile ducts. Figure | was 
made from a boy, aged 542, who was jaundiced from 
birth and who, at 8 months of age, was operated on for 
biliary obstruction. Laparotomy revealed an absence of 
bile ducts. It will be noted that the shaft of the ulna shows 
marked widening, resulting from an expanded medulla 
and accompanied by great thinning of the cortex. This 
patient’s blood calcium level was 5 mg. per 100 cc., with 
a total serum protein level of 4.6 gm. per 100 cc. The 
phosphorus level was 4.3 mg. per 100 cc. and alkaline 
phosphatase 15.5 King-Armstrong units per 100 cc. 
He died at age 6. Ahrens and co-workers ‘ reported four 
cases of atresia of intrahepatic bile ducts in whom clini- 
cal and roentgenologic evidence of rickets with extensive 
osteoporosis was observed. These patients usually had 
low blood calcium and phosphorus levels with elevated 
alkaline phosphatase. They apparently were able to con- 
trol rickets by administering large doses of vitamin D 
parenterally and orally, with restoration of normal cal- 
cium, phosphorus, and phosphatase levels; however, ex- 
tensive Osteoporosis persisted until the death of the pa- 
tients. Krahulik and co-workers * report the case of a 
Negro boy with congenital obliteration of the bile ducts 
in whom typical ricket-like changes were observed at the 
age of 4 months accompanied by low blood calcium and 
phosphorus levels and elevation of phosphatase level. At 
20 months extensive osteoporosis was observed in the 
long bones, which condition persisted until the boy’s 
death at the age of 9 years 3 months. 

Hansen and McQuarrie * reported the case of a boy, 
aged 10, with marked lipemia and osteoporosis, who at 
autopsy was shown to have a carcinomatous hepatoma. 
There were present also on histological examination 
lipid-filled cells that simulated xanthomatosis.  Inter- 
estingly enough, our case, which at biopsy revealed car- 
cinomatous cells, also showed lipid-filled cells thought 
to be of the Gaucher type. Calcium and phosphorus bal- 
ance studies in the case of Hansen and McQuarrie re- 
vealed the storage of these minerals to be far below the 
normal amount. These authors concluded that osteo- 
porosis observed in carcinoma of the liver may be due to 
lack of some unknown factor normally present. 


REPORT OF CASES 


Case 1.—A boy, aged 17 months, was admitted to Henrietta 
Egleston Hospital, May 30, 1950. He had exhibited increasing 
abdominal swelling for the past month, which his pediatrician 
attributed to the liver extending beyond the midline and to the 
pelvic brim. A laparotomy revealed a large smooth liver with 
prominent veins. Histological studies showed vacuolated liver 
cells containing what was thought to be excessive amounts of 
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glycogen. A diagnosis of glycogen storage disease was made, 
and the child was referred to us for further studies. The family 
history was noncontributory, as was the child’s past history, 
except that two months prior to admission to Egleston Hospital 
the boy suffered a greenstick fracture of the right humerus re- 
sulting from a minor fall. The physical examination was essen- 
tially negative except for the abdomen, which revealed a smooth, 
hard, nontender liver extending 13 cm. below the costal margin 
in the midclavicular line on the right and almost to the anterior 
axillary line on the left (fig. 2A). The fingernails were striking; 
they were thin and spoon-shaped with two or three linear ridges 
extending longitudinally along each nail. 

Table 1 gives in detail all laboratory data obtained on the 
six Occasions the boy was studied. It will be noted there was a 
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of 13 cm. to only 8 cm. now below the costal margin. The spleen 
was felt for the first time 2 cm. below the costal margin. The 
nails were approaching normal, having lost most of the linear 
markings and their peculiar shape. It was noted that the scleras 
were blue. X-ray studies revealed general decalcification of all 
long bones with pathological fractures involving the lower fifth 
of the left femur and the right femoral neck (fig. 2). There was 
some evidence of callous formation. Evidence of disturbance 
in calcium metabolism suggested further laboratory studies, 
which are shown in table 1. The cholesterol level rose to 480 
mg. per 100 cc., blood calcium level was normal, but phosphorus 
level was low. Some rise in blood pigments occurred but not 
enough to produce jaundice. Nitrogen studies revealed a positive 
balance. The cephalin flocculation test was 2+-. Fractures were 


slight anemia, the glucose tolerance curve was rather flat, and immobilized, and the patient returned home on Aug. 17. 


TABLE 1.—Lahoratory Findings in Patient of Case ] 


Studies May,1950 Aug.,1950 Oct., 1950 Jan., 1951 Oct., 1951 Nov., 1951 
albumin albumin 
4,080,000 4,100,000 4,600,000 5,240,000 8,650,000 3,760,000 
Blood cholesterol, mg. per 10 ce...... 975 480 216.6 4.16 
Direct bilirubin (Van den Bergh), mg. per 100 0.24 O15 0.01 
Indirect bilirubin (Van den Bergh), mg. per 100 0.34 0.7 0.25 0.84 
Total bilirubin (Van den Bergh), ng. per 100 0.58 O85 0.4 0.85 
Alkaline phosphatase (Bodansky), units per 100 5.5 me. > 
Alkaline phosphatase (King-Armstrong), units per 100 10.1 15.1 
Urine calcium level (Sulkowitch), gm. per 24 br............. 2+- > .° 


the epinephrine test showed adequate blood sugar response. The 
slides of the liver biopsy, taken before admission to Egleston, 
were reviewed by the department of pathology at Emory Univer- 
sity. It was felt that the amount of glycogen present in the liver 
cells was within normal limits. Much fibrous tissue was seen, 
however, that suggested the diagnosis of cirrhosis, probably 
secondary to infectious hepatitis. X-ray studies of long bones 
failed to reveal any evidence of widespread osteoporosis at this 
time. There was a low-grade fever noted during the week the 
child remained in the hospital. The treatment was primarily 
dietary with high protein and carbohydrate and low fat intake 
supplemented by vitamins, iron, and choline by mouth and liver 
extract and vitamin A given parenterally. He returned home 
June 7 and remained there until Aug. 3, 1950. During this period 
the patient sustained pathological fractures of the right humerus, 
left tibia, and right femoral head. There had been no history 
of trauma. 

On admission Aug. 3, 1950, the boy was quite irritable and 
in considerable pain when moved, due to fractures. There was 
a striking reduction in the size of the liver from the former low 


On Oct. 25, 1950, he was admitted for reevaluation. He was 
in excellent general health. The splints had been removed, 
permitting movement of extremities without pain. The liver was 
now found to be only 5 cm. below the costal margin but was 
hard and rather nodular. The tip of the spleen was just felt, 
and the nails were normal in appearance. The laboratory data 
on this admission revealed litthe new of importance. The boy 
was walking about his crib, comfortable and happy before dis- 
charge on Oct, 27, 1950. 

On Jan. 15, 1951, he was seen in the outpatient department 
and appeared in robust health. He weighed 28 Ib. 3 oz. (12.8 kg.) 
and was 32.5 in, (82.55 cm.) tall. He had been walking well 
for two months. His progress was satisfactory until September, 
1951, when his appetite became poor and he tired easily. He 
was readmitted to Egleston Hospital on Oct. 30, 1951. He had 
had an upper respiratory infection for the past three weeks, 
and on Oct. 24 the temperature suddenly rose to 103 F (39.4 C), 
He was examined by his pediatrician at home, who found an 
inflamed throat and a liver down again 12 cm. below the costal 
margin. Chloramphenicol was given, which controlled the fever. 
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Physical examination revealed the boy to be in remarkably good 3 cm. below the costal margin. There was evidence of moderate 
health, weighing 34 Ib. (15.4 kg.). He did not seem acutely ill. ascites. X-ray studies revealed complete healing of fractures 
The abdomen was greatly enlarged, with engorgement of veins with no evidence of osteoporosis (fig. 2D). Laboratory data as 
of upper abdomen and chest. The liver was 13 cm. below the shown in table 1 revealed little change. 


3B 


Fig. 1.—Osteoporosis in a boy, aged 5, with biliary 
atresia. A, right arm. B, left arm. 

Fig. 2.—Case 1. A, photograph made on first admission 
to hospital, showing extent of liver enlargement. Roent- 
genograms of B, legs, showing extensive Osteoporosis with 
fractures; C, femur, tibia, and fibula, showing extensive 

osteoporosis; and D, healing of fractures with no evidence 
of osteoporosis. 

Fig. 3.—Case 2. A, photograph of patient on first admission to hospital. Roentgenograms of B, 
chest, revealing osteoporosis of ribs and clavicles, and C, lower extremities, showing osteoporosis and 
bizarre S-shaped deformity of fibulas. 


costal margin in the nipple line on the right. The left lobe of A liver biopsy revealed some distortion of liver architecture 
the liver was i0 cm. below the costal margin at the same point. due partially to fatty metamorphosis but also to accumulation 


The organ was hard, nodular, and nontender. The spleen was 


of large mononuclear cells with extensive foamy, or granular 
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cytoplasm. The nuclei of the cells were small, and the cytoplasm 
was pale, giving the appearance of finely dispersed lipid granules. 
These are characteristic of Gaucher's cells. Other areas show 
clear-cut carcinoma consistent with hepatocellular origin. One 
or two areas show slight bile formation by the cells. Mitotic 
figures are frequent, and mitoses are highly atypical. The diag- 
nosis was hepaticellular carcinoma and possible lipid histio- 
cytosis of kerasin type (Gaucher’s disease). During his last stay 
at the hospital there was a steady downhill course. The tempera- 
ture was septic in character, reaching 103 to 104 F (39.4 to 
40 C) each day. He was discharged from the hospital Nov. 10, 
1951, with a hopeless prognosis. He died Dec. 3, 1951. Autopsy 
was performed. The immediate cause of death was hemo- 
peritoneum due to rupture of soft hemorrhagic metastatic mass 
in omentum. The liver was huge, weighing 2,030 gm. It was 
lobulated and nodular. Cells varied from normal cord cells to 
a variety of pleomorphic types. There was a tendency for the 
more normal cells to accumulate fat. The diagnosis was primary 
hepatocellular carcinoma with some evidence of cirrhosis. There 
were metastases in the sternum, lungs, pleura, diaphragm, medi- 
astinum, Omentum, and retroperitoneal lymph glands. 


Certain features of this child’s illness are of uncom- 
mon interest. The sequence of events suggest that the 
original etiological factor was an infectious hepatitis re- 
sulting in a cirrhosis of a marked degree. During this 
period there was an extensive process of decalcification 
that probably began as early as March, 1950, at the time 
of the first fracture, and reached its climax during June 
and July, 1950, when there were three additional patho- 
logical fractures involving the humerus, tibia, and right 
femoral head. X-ray studies at this time revealed ex- 
tensive osteoporosis of all long bones of the body. Dur- 
ing this period of greatest decalcification there was a 
gradual reduction in the size of the liver. Since liver func- 
tion tests throughout showed practically no evidence of 
dysfunction, there were no laboratory data to confirm 
improvement. 


In May, 1951, he was doing well, liver was down only 
5 cm. below the costal margin. He was walking well and 
showed no clinical evidence of decalcification of the 
skeleton. In September, 1951, he began failing rapidly. 
The liver was found to be 13 cm. below the costal mar- 
gin in October, 1951, when he was readmitted to the 
hospital for study. Thus, it had increased 8 cm. since 
our last examination in May, 1951. This extremely rapid 
growth indicating the onset of malignancy in what was 
thought to be cirrhosis secondary to infection, was not 
accompanied by further evidence of osteoporosis. In- 
deed, at the time of the second biopsy, which revealed 
evidence of carcinoma, calcification was thought to be 
‘normal with complete healing of all fractures. Evi- 
dently some disturbance of calcium metabolism oc- 
curred during the period of cirrhosis, which did not 
exist when rapid destruction of the liver by malignancy 
was taking place. Our laboratory investigations failed 
to reveal the basic disturbance. There was no evidence 
of failure of bile to reach the intestinal tract, which might 
have prevented vitamin D, calcium, and phosphorus ab- 
sorption. However, at the height of the decalcification 
process, blood phosphorus level was low and alkaline 
phosphatase was at the upper limit of normal. 

Case 2.—A white male was born on April 6, 1941. Little 
was known of his history up to the age of 9 months, when 
he was adopted from a British home and brought to live in 
Alabama. His development had been entirely normal. One item 
in the feeding history might be significant. The child had re- 
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ceived excessive amounts of vitamin A and D. For many years 
the mother had administered one teaspoon of percomorphum 
each day. In February, 1948, there was a history of gross 
hematuria. An intravenous urogram failed to reveal the source 
of bleeding. The boy was admitted to Eglesion Hospital on 
May 9, 1949, at the age of 8 years. The chief complaint was 
splenomegaly, which had been first noticed in September, 1947. 

The boy was poorly nourished; his height was 47.5 in. 
(120.65 cm.); his weight was 48 Ib. (21.8 gm.). The posture 
was striking; there was a marked lordosis with a protuberant 
abdomen. Genu valgum was present to considerable degree 
(fig. 34). The scleras were slightly icteric; the lips were 
dusky, suggesting minimal cyanosis. There were several spider 
telangiectasias on trunk, shoulder, and arms. The head was large, 
measuring 21.75 in. ($5.25 cm.) in circumference. Dental age 
was delayed. The abdomen was prominent. The spleen could 
be felt 7 cm. below the costal margin; the liver was palpated 
1 cm. down in the nipple line on the right. The laboratory data 
are summarized in table 2. These observations extend over a 
15 month period. As can be seen, the white blood cell counts 
were essentially leukopenic with a preponderance of neutrophils, 
except in the period immediately following splenectomy in 
February, 1950. The reticulocyte counts were generally elevated 
and the platelet counts low; the red blood cell count and hemo- 
globin level estimates gradually rose during the period of ob- 
servation as cyanosis increased in intensity. Blood phosphorus 
level was low on two occasions, with calcium level normal. Liver 
function tests revealed elevated cholesterol and alkaline phos- 
phatase values with positive cephalin flocculation tests. Serum 
protein levels were consistently low. Prothrombin time was pro- 
longed. Pigment studies on the blood indicated mild obstructive 
jaundice. 

A study of the bone marrow showed erythroid hyperplasia. 
A diagnosis of hemolytic anemia was entertained by the 
hematologist; however, with negative Coombs’ test, normal 
fragility of red blood cells and a direct bilirubin (van den 
Bergh) reaction, the final opinion favored primary liver disease, 
most likely cirrhosis with congestive splenomegaly, although a 
punch biopsy of the liver revealed no pathology at this time. 
The x-ray studies of skull, long bones, and thoracic cage were 
striking (fig. 3). The skull was large with sutures. slightly 
separated. The sella was oval and flat. All bones of the 
skull were thin. The sternum, ribs, and clavicles were narrow 
and band-like, exhibiting marked decalcification. Diaphysis of 
long bones showed increase in spongiosa. The fibulas were in- 
creased in length, assuming a bizarre S-shaped appearance since 
their proximal and distal ends were firmly attached to the tibias. 
The epiphysial plates of vertebrae also showed evidence of de- 
calcification, as did the pelvis. After two weeks of study, the 
boy was discharged home to return later for reevaluation. 

In July, 1949, while at home, the child suffered an acute 
pulmonary infection accompanied by cardiac failure. The story 
of this complication focused our attention on the cardiovascular 
system when the patient was readmitted in October, 1949. At 
this time, cyanosis was definite. For the first time, a soft, apical 
systolic murmur was heard. The cardiogram showed evidence 
of ventricular hypertrophy on the right side with strain. The 
spleen had increased from 7 to 11 cm. below the costal margin, 
and the liver was now felt 4 cm. down in the right nipple line. 
The esophagram failed to show evidence of varices. Splenectomy 
was thought necessary but was postponed in the hope that the 
general condition could be improved. The third admission oc- 
curred in February, 1950. Cyanosis was minimal and jaundice 
definite. Clubbing of fingers and toes was noted. The spleen 
was 14.5 cm. and the liver 6 cm. below the costal margin, 
Splenectomy and liver biopsy were done on Feb. 9, 1950. There 
were dense adhesions between spleen, diaphragm, and stomach. 
The liver had the typical hobnail appearance of cirrhosis. 
Histological studies revealed extensive cirrhosis of the liver that 
was thought to be secondary to infectious hepatitis. Sections of 
the spleen revealed congestion and fibrosis. Recovery from 
operation was stormy but finally satisfactory. The orthopedic 
condition became worse, requiring braces to facilitate standing 
and walking. The final chapter in this story occurred at his home 
in February, 1951, when the child suddenly died from massive 
hemorrhage, presumably due to esophageal varices. The total 
length of illness was about three and a half years. 
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Several factors must be considered in explaining the 
process of decalcification in this case. The possibility of 
a congenital disease of the skeletal system such as fragil- 
itas Ossium is not ruled out. Indeed the slender, fragile 
appearance of the long bones observed in this patient is 
quite similar to the pathology noted in that disease. The 
history of excessive amounts of vitamin D, having been 
administered over a long period of time suggest vitamin 
D toxicosis as an etiological factor. However, this hardly 
seems tenable, since the toxic effects of vitamin D are not 
manifest unless the intake is above 50,000 units daily. 
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normal at the beginning of the illness. While under ob- 
servation for cirrhosis of the liver, the patient developed 
extensive osteoporosis. Apparently no basic change oc- 
curred in bone matrix, since subsequent decalcification 
took place resulting in normal bone. One year later the 
pathology in the liver became carcinomatous. Death 
rapidly ensued without recurrence of osteoporosis. In 
the second child, the pathology in the bones was evi- 
dently of long standing, resulting not only in decalcifica- 
tion but in some fundamental change in bone matrix. 
Throughout the period of observation, the long bones 


TABLE 2.—Lahoratory Findings in Patient in Case 2 


Serum Protein, 
Gm. per 100 Ce. Glucose Tolerance, 
_- Mg. per 100 Ce 


— 
Albu- 


Date min ulin Total Test ly 1 2 3 Total Direct 
4-10-49 4.5 2.9 74 67 158 160 150 110 
3-12-49 
5-P0-49 
10-11-49 
10-12-49 
2- 2-50 
2- 4-50 5.1 1.4 
&-19-50 3.6 B34 O46 
HS 85 & ES 36 
£ 8 8 BS EE 
5. O49 1? 4,180,000 4,350 60 38 2 
5-19-49 12.5 4.441.000 9,950 376 200 
10-11-49 14 4,940,000 6,300 32 13 70,000 
2- 2-50 16 5,280,000 ),790 6 » 100,000 
9. 6-50 14.5 4,800,000 5,000 66 28 l 5 70,900 
9-10-50 14.5 5,100,000 18,700 17 80,000 
2-13-50 14 4,650,000 17,500 34 150,000 
17.6 5,080,000 6.250 60 37 2 1 0.7 150,000 


Van den Bergh, 
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Blood Caleium Level, 
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G0 
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throm- Patient Control Rate, Urobili- 2=5 
leteric Time, Com- Be- Com- per Urine Me.per SES 
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= = = 
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Blood Liver Ester Zn ~ = 
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376.3 li l 210 
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This patient was probably receiving less than 15,000 
units daily. In view of the elevated basal metabolic read- 


ing, hyperthyroidism might be considered as the cause © 


of decalcification. Unfortunately a protein-bound iodine 
estimation was not done; however, the high blood choles- 
terol is against such a diagnosis, and there are no other 
physical or laboratory evidences to support such an 
opinion. Although such extensive osteoporosis resulting 
from liver disease is certainly uncommon, still such a 
theory as to etiology must be entertained in this case. 


SUMMARY 
Of two cases of extensive osteoporosis accompanying 
fatal liver disease, in one instance the process of decal- 
cification occurred in a child whose bone structure was 


appeared as fragile, narrow, band-like shadows. Neither 
therapy nor the course of the disease appeared to change 
the basic skeletal pathology. The liver’s role in the ab- 
sorption of calcium, phosphorus, and vitamin D ap- 
parently was not impaired in these patients. The cause 
of low phosphorus levels in both patients is not clear. 
No evidence of renal or endocrine pathology could be 
established, which might have played some part in the 
pathology. Although the patient in case 2 showed mini- 
mal jaundice, he exhibited no tendency toward hypo- 
calcemia, as was reported by Buchbinder and Kern. The 
concept of Whipple, Hansen, and McQuarrie that the 
liver elaborates some unknown substance that promotes 
calcification or prevents decalcification seems most 
likely. Such a concept, however, leaves much to be ex- 
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plained. The occurrence of osteoporosis in the patient 
with liver disease is the exception, not the rule. The pa- 
tient in case | presented an even more puzzling problem. 
Decalcification occurred during a period in which the 
so-called cirrhotic liver shrank from 13 to 8 cm. below 
the costal margin in spite of intensive therapy consisting 
of high vitamin intake, iron, lipotropic substances, and 
parenterally administered liver extract and vitamin A. 
Subsequently, complete healing of bone took place as the 
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liver diminished in size to only 5 cm. below the costal 
margin and with no change in therapy. The final inva- 
sion of the liver by carcinomatous cells resulted in no 
recurrence of osteoporosis. Such a sequence of events 
suggests that infection and subsequent cirrhosis were of 
prime importance in producing decalcification and that 
malignancy per se was not to be considered as an etio- 
logical factor. 


24 14th St., N. E. (5S) (Dr. Roberts). 


ASSOCIATION OF IRRADIATION 
IN CHILDREN 


WITH CANCER OF THE THYROID 
AND ADOLESCENTS 


Dwight FE. Clark, M.D., Chicago 


The possibility that irradiation might be an etiological 
factor in carcinoma of the thyroid in children and ado- 
lescents was suggested by Duffy and Fitzgerald,' who 
found that 10 of 28 patients, 18 years of age or younger, 
seen at the Memorial Hospital had been subjected to ir- 
radiation to the thymus gland some time between the 
4th and 16th month of life. Simpson, Hempelmann, and 
Fuller * studied the frequency of neoplasms in 1,400 of 
1,722 children who had received x-ray therapy to the 
thymic area between 1926 and 1951 and found that the 
number of cases of thyroid cancer was markedly higher 
in the treated group than in either the untreated siblings 
or the general population. As short courses of low volt- 
age x-rays have been widely used in children for benign 
conditions about the head, neck, and upper thorax other 
than thymic enlargement, a search of the literature was 
made to ascertain whether anyone had correlated such 
treatments with the subsequent development of carci- 
noma of the thyroid, but no references could be found. 
Because of this, | made a careful survey in regard to any 
previous irradiation about the neck in all cases of carci- 
noma of the thyroid in my patients aged 15 years or 
under. 

RESULTS 

Thirteen cases of carcinoma of the thyroid in children 
and adolescents have been seen, all within the past six 
years. Ten persons have been treated and are being fol- 
lowed; three seen in consultation were treated else- 
where. All of the patients in the series had been sub- 
jected to previous irradiation: three to the upper chest 
for an enlarged thymus; three to the neck for cervical 
adenitis; five to the head and neck for enlarged tonsils 
and adenoids; one to the face and anterior chest for 
sinusitis and peribronchitis; and one to the anterior 
upper chest for pertussis (table 1). Two cases not in- 
cluded in the series are known by correspondence. One 
was in a girl, aged 14, who received x-ray treatments in 
early childhood to the upper chest for a chronic cough, 
postpneumonic. The other occurred in a girl, aged 7, 
subjected to irradiation to the thymic area in infancy. Of 
the 13 cases, 12 were observed in girls and one in a boy. 
The predominance of the condition in girls is in accord- 
ance with the experience of others. The patients in this 
series ranged in age from 2 months to 6 years at the time 
cf irradiation. The age at the time of histological diag- 


nosis of tumor varied from approximately 4 to 15 years. 
The interval from the time of irradiation to the date of 
diagnosis of the neoplasm was approximately 3 to 10 
years, with an average of 6.9 years. The development of 
all of the children in the series had been normal, and 
none of them had a history of any previous thyroid dis- 
order. All of the individuals are living, well, and clini- 
cally free of carcinoma except one who still has x-ray 
evidence of pulmonary metastasis. 

The total dose (in air) ranged from 200 r to 725 r in 
11 of the cases. The size of the portals was quite varia- 
ble, ranging from 3 by 3 cm. to 10 by 15 cm. In the case 
in which the patient received irradiation for pertussis, the 
size was designated only as large. The portal size in four 
of the cases could not be obtained. The doses are com- 
parable to those found by Simpson, Hempelmann, and 
Fuller.” In their studies the total dose (in air) ranged 
from 50 r to 1,500 r, with the vast majority being less 
than 600 r. All of their individuals who subsequently de- 
veloped tumors of the thyroid were in the group that 
received more than 200 r. Of 1,722 children, 604 (35% ) 
received under 200 r; none of those traced to date had 
developed any known thyroid gland tumors. 


PATHOLOGY AND EXTENT OF SPREAD 


None of the carcinomas in the series showed an en- 
tirely uniform histological pattern. In four, the mor- 
phology was predominantly papillary; an admixture of 
papillary and alveolar carcinoma was observed in three 
cases; and in six of the cases the histological features 
were principally alveolar or follicular. The known ex- 
tent of the carcinoma in the 13 cases in the series is sum- 
marized in table 2. In only one case was the carcinoma 
limited to the thyroid gland. Unilateral involvement of 
the deep jugular lymphatic system was found in five 
cases and bilateral involvement in six cases. In one case, 
two pretracheal nodes were involved, as was the trachea, 
by direct extension from the primary focus in the thyroid. 
A metastasis to the esophagus was found in one case. 


From the Department of Surgery and the Argonne Cancer Research 
Hospital of the University of Chicago. 

1. Duffy, B. J., Jr., and Fitzgerald, P. J.: Thyroid Cancer in Child- 
hood and Adolescence: Report on 28 Cases, Cancer 3: 1018-1032, 1950. 

2. Simpson, C. L.; Hempelmann, L. H., and Fuller, L. M.: Neoplasia 
in Children Treated with X-rays in Infancy for Thymic Enlargement, 
Radiology 64: 840-845 (June) 1955. 
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In four of the cases changes in the lungs, demonstrated 
by chest films, were compatible with metastases. In three 
of these the lesions were of a diffuse miliary type involv- 
ing principally the basilar portions of the lungs; and in 
all three, the lesions disappeared after radioactive iodine 
therapy as was seen by x-ray examination. This high inci- 
dence of metastases is similar to the experiences of others 
in carcinoma of the thyroid in this age range. In all cases 
the condition was overt when the patients were first seen. 


COMMENT 

In all of the cases of carcinoma of the thyroid in chil- 
dren and adolescents that are known personally by me, 
the patients had been subjected to prior irradiation to 
areas where the thyroid gland or portions of it could have 
been included in the field of irradiation. The observation 
lends support to the idea that an association may exist be- 
tween irradiation given in infancy and early childhood 
and the subsequent development of cancer of the thy- 
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From follow-up information given by Winship * for 


the collected cases and careful study of follow-up data 
and case histories of the previously published cases, it 
was possible to ascertain the approximate time of diag- 
nosis of 169 of the 191 cases. As shown in the figure, 18 
cases were diagnosed prior to 1930; from 1930 to 1940, 
30 cases were diagnosed; and during the period from 


1940 to 1950, 121 cases were diagnosed. The data show 


that carcinoma of the thyroid in children is being diag- 
nosed more frequently. The recent increase is so large 


(see figure) that, in the absence of any great improve- 


ment in the methods available for diagnosis or in the 
availability of diagnostic methods to the population dur- 
ing this time, is Must represent a true increase of carci- 
noma. Many cases have not been recorded, and statistics 
have not been corrected for population trends. 


The increasing incidence of carcinoma of the thyroid 


in children and adolescents seems to correlate with the 
greater use of x-ray for benign conditions about the head, 


TABLE 1.—Cases of Carcinoma of the Thyroid in Children and Adolescents Who Had Received Irradiation * 


Age Time 

Carci- from 

noma Trradia- 
Ag Diag- tion to 


re 
Received nosed, Diagnosis, 


Sex Irradiation yr Loeation of Trradiation 
F 2mo. 7 7 Chest 
3 mo. 7 7 Chest 
F Ramo, 7 Anterior upper chest 
F 5 yr. 11 6 Neck 
F 4 yr. 12 s Right upper neck 
F 15 9 Neck 
F 10 mo, 4 3 Head and neck 
F 3 yr. 8 ) Head and neck 
F 3 yr. 10 7 Head and neck 
M 4 and 6 yr. 14 or 10 Right and left nasopharynx 
F 4yr 10 6 Tonsillar area 
F 3 yr. 10 7 Face and anterior chest 
F 4 yr. 14 10 Anterior upper chest 


No. Total 
Treat- Dose, 
ments r Portals Reason for Irradiation 
1 210 5x5 Enlarged thymus 
2 ee Enlarged thymus 
4 200 10 & 10 Cervical adenitis 
3 300 Cervical adenitis 
3 Cervical adenitis 
3 600 & x 10 Enlarged tonsils and adenoids 
3 Enlarged tonsils 
3 G24 6x8 Enlarged tonsils 
6 925 & x 10 Enlarged tonsils 
4 300-400 &§ & 10 Enlarged tonsils and adenoids 
4 5d0 10 & 15 Sinusitis and peribronchitis 
4 300 Large Pertussis 


hood to the upper chest for a chronie cough, postpneumonie. 
in infancy. 


roid. During recent years considerable interest has de- 
veloped concerning the frequency of carcinoma of the 
thyroid in children and adolescents. Although it is still 
a relatively uncommon condition, the number of cases 
diagnosed is becoming more frequent. Winship,* in his 
excellent review of the subject, found that from 1900 
through 1930, only 8 cases of carcinoma of the thyroid 


TABLE 2.—Known Extent of the Carcinoma 


Extent 
Unilateral involvement of lymphatics of neck................. 
Unilateral involvement of lymphaties of neck and both lungs 2 
Involvement of delphian nodes and trachea...............000. 1 
Bilateral involvement of lymphaties of meck................... 3 
Bilateral involvement of lymphatics of neck and both lungs.. 2 
Bilateral involvement of lymphaties of neck and esophagus.. 1 


in individuals under 15 years of age were reported in 
the literature; from 1931 to 1940, 34 cases were re- 
corded; and during the period from 1941 to 1950, 50 
cases were reported. Winship * added 4 cases of his 
own and reported 95 hitherto unpublished cases from a 
survey of children’s hospitals and large approved general 
hospitals, bringing the total reported to 191. 


3. Winship, T.: Symposium on Thyroid Tumors: Carcinoma of the 
Thyroid in Children, Tr. Am. Goiter A. (1951), pp. 364-389, 1952. 


Two cases not included in the series are known by correspondence. One was in a girl 14 years of age who received X-ray treatments in early child- 
The other was ip a girl 7 years of age who was subjected to irradiation to the thymic area 


120 4 
CAA Total in Ten Year Period 
Tole! In Five Yeor Period 
100 
90 4 
80 
70 


No. of Cases 


4 

1900 05 1910 15 1920 25 1930 35 1940 45 
TIME IN DECADES 


Incidence, in decades, of 169 of the 191 cases collected by Winship ° of 
carcinoma of the thyroid in children under 15 years of age. The distribu- 
tion is based on the approximate time of diagnosis. 
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neck, and upper thorax. The use of irradiation for the 
treatment of enlarged thymus in infancy was first re- 
ported by Friedlander * in 1907, During ensuing years 
thers was an increasing number of such cases treated, 
and x-ray therapy was extended with increasing fre- 
quency to the treatment of other benign conditions about 
the neck. From 1930 to 1945 irradiation in infancy and 
early childhood was commonplace, not only for enlarged 
thymus glands * but for enlarged tonsils and adenoids, 
cervical adenitis, and pulmonary conditions. Although 
prior x-ray treatment cannot be definitely incriminated, 
the association is striking, and the observation strongly 
suggests that the widespread use of x-ray about the neck 
in early life might be an important factor in the increas- 
ing number of cases of carcinoma of the thyroid diag- 
nosed in late childhood and adolescence. It is hoped that 
this report will stimulate further investigation of this pos- 
sibility. 
SUMMARY 

In 15 cases of carcinoma of the thyroid in children 15 
years of age and younger, all the patients had prior x-ray 
therapy in infancy and early childhood for benign condi- 
tions about the head, neck, and thorax. The observa- 
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tion lends strong support to the idea that an association 
exists between irradiation and the subsequent develop- 
ment of cancer of the thyroid in late childhood and ado- 
lescence. The interval from the time of irradiation to the 
date of diagnosis of the carcinoma averaged 6.9 years. 
The total dose (in air) received ranged from 200 r to 
725 r. None of the patients in these cases had a history 
of any previous thyroid disorder. All of the individuals 
are living and clinically free of carcinoma except one. 
The statistics presented show that, during the period 
from 1900 to 1950, cancer of the thyroid in individuals 
under 15 years of age was being diagnosed with increas- 
ing frequency. This increasing incidence correlates with 
the increased use of x-ray in the treatment of enlarged 
thymus, enlarged tonsils and adenoids, cervical adenitis, 
and benign pulmonary conditions. The correlation sug- 
gests that prior irradiation about the neck in early life 
might be an etiological factor in the development of car- 
cinoma of the thyroid in late childhood and adolescence. 

950 E. 59th St. (37). 

4. Friedlander, A.: Status Lymphaticus and Enlargement of the 


Thymus: With Report of a Case Successfully Treated by the X-Ray, Arch. 
Pediat. 24: 490-501, 1907. 


THERAPEUTIC ASPECTS OF A WATER-BORNE OUTBREAK OF 
AMEBIASIS IN SOUTH BEND, IND. 


Robert W. Sappenfield, M.D., New Orleans, F. R. N. Carter, M.D., Carl Culbertson, M.D., South Bend, Ind. 
Marion M. Brooke, Sc.D., Fred M. Payne, M.D., Atlanta, Ga. 


William W. Frye, M.D., Ph.D., New Orleans 


An outbreak of amebiasis occurred in South Bend, 
Ind., during 1953.! This was the third reported outbreak 
of this disease involving a civilian population within the 
United States.2 In all three of these outbreaks, which 
occurred in the Great Lakes region, investigations re- 
vealed a contaminated water supply to be the most 
probable source of infection. The South Bend epidemic 
was restricted to the employees of a woodworking plant. 
A random sample of employees revealed 51% of the 
group sampled to be infected with Endamoeba histo- 
lytica. Approximately 800 of the 1,500 employees were 
presumed to be infected, on the basis of the sample 
taken. The plant’s source of water was changed from a 
private well to the municipal system to avoid the pos- 
sibility of further spread if the water supply proved to 
be the source of infection, After preliminary studies by 
representatives of the local medical society, state and 
local health authorities, and the United States Public 
Health Service, in cooperation with labor and man- 
agement, a program was organized to examine all em- 
ployees involved and to treat those found to be infected 
with E. histolytica. 


MATERIALS AND METHODS 
Stool specimens were obtained from all employees 
and examined for E. histolytica and other intestinal 
parasites. Examinations were repeated until either a 


positive diagnosis for E. histolytica was obtained or 
until four specimens with negative results had been 
submitted. The specimens were collected at one week 
intervals. Specimens were collected at the plant and 
then delivered to the laboratory. Preparation of the 
specimen for examination was completed one to one 
and one-half hours after passage of the stool. Diarrheal 
stools were delivered as quickly as possible instead of 
waiting for the routine service. The Ritchie formalde- 
hyde (Formalin)—ether concentration technique * was 
employed routinely. Saline and iodine preparations of 
the concentrate were examined on all specimens. The 
first diagnostic specimens were examined by an iron- 


Assistant Professor in the departments of public health and preventive 
medicine and pediatrics, Louisiana State University School of Medicine 
(Dr. Sappenfield); City Health Officer (Dr. Carter); Acting Director, South 
Bend Medical Foundation (Dr. Culbertson); Senior Scientist (Dr. Brooke) 
and Senior Assistant Surgeon (Dr. Payne), Communicable Disease Center, 
Public Health Service; and Professor of Tropical Medicine and Dean, 
Louisiana State University School of Medicine (Dr. Frye). 

The oxytetracycline used in this study was supplied as Terramycin 
by Chas. Pfizer & Company, Inc., Brooklyn, N. Y. The fumagillin was 
supplied as Fumidil by Abbott Laboratories, North Chicago, Ill. 

1. LeMaistre, C., and others: Studies of a Water-Borne Outbreak of 
Amebiasis in South Bend, Indiana, to be published. 

2. Hardy, A. V., and Spector, B. K.: The Occurrence of Infesta- 
tions with E. Histolytica Associated with Water-Borne Epidemic Dis- 
eases, Pub. Health Rep. 50: 323-334, 1935. Epidemic Amebic Dysentery: 
The Chicago Outbreak of 1933, Bulletin 166, U. S. Treasury Department, 
Public Health Service, National Institutes of Heaith, 1936, p. 187. 

3. Ritchie, L. S.: An Ether Sedimentation Technique for Routine 
Stool Examinations, Bull. U. S. Army M. Dept. 8: 326, 1948. 
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hematoxylin technique.t This same technique was used 
on all specimens for which there was a questionable di- 
agnosis. All unformed specimens were examined by di- 
rect saline preparation in addition to the methods de- 
scribed above. All specimens were examined by at least 
two parasitologists before a positive diagnosis of E. his- 
tolytica was accepted. 

All individuals harboring E. histolytica were treated 
as soon as evidence of infection was found. Therapy 


TaBLe 1.—Results of Diagnostic Program 


Employees contributing specimens for examination.......... 1,542 
Percentage of employees harboring Endamoeba histolytica. 52.4 


was begun in one group after the results of each of the 
four stool examinations became known. Infected in- 
dividuals were treated with fumagillin, 20 mg. twice 
daily for 10 days, or oxytetracycline, 1 gm. twice daily 
for 10 days. The type of treatment to be given to the 
individual was decided by alternately selecting patients 
as they arrived for their first day of therapy. A schedule 
was arranged so that one-haif of the daily medication 
was taken in the morning in the presence of a nurse and 


J.A.M.LA., Nov. 5, 1955 


to 405 and fumagillin to 400. After an analysis of 
the records, 714 employees had fulfilled one of the fol- 
lowing criteria and were included in the evaluation study: 
1. A positive stool examination after completion of 
treatment. 2. Four negative stool examinations over a 
three to four month period after completion of treat- 
ment. Of these 714 patients, 358 received oxytetra- 
cycline and 356 received fumagillin. After one course of 
therapy with oxytetracycline, 338, or 94.4%, of the in- 
dividuals treated had four negative stool examinations 
over a four month period. Fumagillin gave similar re- 
sults in 334, or 93.4%, of those treated. There were 42 
patients who were still infected after the original treat- 
ment. Each of these was treated again, this time with 
the alternate drug. In 4 of the 20 patients whose stools 
remained positive after the original fumagillin therapy, 
they were still positive after treatment with oxytetra- 
cycline. In 2 of the 13 patients whose stools remained 
positive after the original oxytetracycline therapy, they 
were still positive after treatment with fumagillin. Pa- 
tients having four negative stool examinations over a 
one and one-half to three month follow-up period after 
the second course of therapy were considered free from 
infection. In this therapeutic study no attempt was made 


TABLE 2.—Results of Treatment Program for Amebiasis 


Ist Course 


~~ 


Post-Treatment 


Stool Examination 


No. 
Treated Negative Positive 


2nd Course 


Post-Treatiment 
Stool Examination 


No. 
Treated Negutive Positive 


Total 
Treated 


Total Negative 


No. % 


2) 16 4 378 354 93.7 
92 13 ¢ ll 2 369 345 93.5 


42 33 27 6 747 agg 


* Treated previously with fumagillin. The other 2 were followed by private physicians. 
t+ Treated previously with oxytetracycline. The other 7 were followed by private physicians, 


the other half given to the patient to be taken just be- 
fore leaving work. Two weeks after completion of 
treatment, each patient submitted the first of three 
weekly stool specimens for examination. If a specimen 
was found to be positive, no further specimens were sub- 
mitted and the patient was recommended for retreat- 
ment. All patients found to have a positive stool after 
treatment were given the alternate drug. The results of 
this course of therapy were checked in the same man- 
ner as the original. Three to four months after this pro- 
gram was started, every worker submitted another stool 
specimen for examination. This defined the rate of in- 
fection in treated and untreated employees, 


RESULTS AND REACTIONS 

On July 1, 1953, the employees of the woodworking 
plant, plus those people who had recently retired or re- 
signed, totaled 1,561. Of these, 1,548 individuals were 
interviewed and 1,542 participated in the diagnostic 
program. Stool examinations revealed that 808, or 
52.4%, of the participants, harbored E. histolytica in 
their gastrointestinal tracts (table 1). By December, 805 
had reported for treatment. Oxytetracycline was given 


4. Markey, R. L.; Culbertson, C. S., and Giordano, A. S.: Rapid 
Method for the Staining of Intestinal Parasites, Am. J. Clin. Path., 
Tech. Supp. 7: 2-3, 1943. 


to include an untreated control series. Table 2 shows 
the results of therapy. 

Evaluation of drug reactions is very difficult when a 
large number of persons are being treated at the same 
time. The number of subjective complaints can be in- 
fluenced by the rumor of complaints among participants. 
Lack of close personal relationship between the partici- 
pants and the treatment team may reduce the number of 
complaints recorded. During the study, individuals un- 
der treatment were encouraged to report any unusual 
signs or symptoms. The treatment program required 
daily contact between employees and medical personnel 
during the entire 10 day period of therapy. All com- 
plaints reported at these visits were recorded. During the 
first month after treatment, frequent contact with em- 
ployees was necessary to obtain follow-up stool speci- 
mens. Each person was questioned about possible drug 
reactions on each occasion. 

It must be noted that no control series was studied. 
No one was followed tor complaints unless he or she was 
receiving medication. Although the number of record 
keepers was small, recording differences existed that 
cannot be eliminated. No analysis of complaints was 
made until after the treatment program was completed. 
Included in the final evaluation were 838 courses of 
therapy for which observation had been adequate. In 


V 


4 
| 


Vol. 159, No. 10 


415 of these cases oxytetracycline was given; fumagillin 
was given in 423. Complaints were registered by 62.4% 
of those treated with oxytetracycline and by 65.8% of 
those treated with fumagillin. The complaints are listed 
in table 3. 

Oxytetracycline—Among patients receiving Oxy- 
tetracycline, loose stools, abdominal cramping or gas 
pains, and nausea were the most common complaints 
during the 10 day treatment period. Although these 
complaints occurred at any time during the 10 day pe- 
riod, the usual onset was after the fourth day. Difficulty 
usually lasted 48 to 72 hours. Most of the complaints 
disappeared shortly after the treatment with oxytetra- 
cycline was completed. Diarrhea developed in 28 per- 
sons; 4 of these had mild diarrhea, 18 moderate, and 
6 severe. In two of the six cases of severe diarrhea, the 
reaction occurred late in the course of therapy and 
ceased after three days of symptomatic treatment. In 
two others the diarrhea started early and, although very 
severe, ceased quickly when therapy was changed to 
fumagillin. In the remaining two, the difficulty occurred 
at the end of therapy and continued in spite of sympto- 
matic treatment. These two patients were referred to 
their family physicians. 

Anal itching was the most frequent complaint that 
had its onset after completion of the oxytetracycline 
treatment. There seems little doubt that more of this 
occurred than was recorded. Many patients admitted 
having a hesitancy to report this complaint to the nurses. 
Only after the itching became severe or prolonged did 
30 individuals report the complaint for recording. The 
treatment recommended for anal itching was to keep 
the area clean and to apply a bland ointment to protect 
against moisture. Moisture intensified the itching. In 
most severe cases, an antifungal ointment was used with 
some success. Since no fungus cultures were taken, and 
since the number of people involved was small, no 
evaluation of this therapy could be made. Nine indi- 
viduals complained of severe rectal burning at variable 
intervals during the first month of therapy. Five of 
these also noted the presence of red blood in their stools 
on several occasions. Although seven of these nine were 
referred to their family doctors for specific individual- 
ized treatment, some were still having difficulty two to 
four months after completion of their course of oxy- 
tetracycline. This was the most difficult problem en- 
countered during this therapeutic study. 

Fumagillin—A wide variety of complaints was re- 
ceived from individuals who were given fumagil- 
lin. Loose stools, abdominal cramping or gas pains, 
nausea, headaches, and mild weakness occurred fre- 
quently, either separately or in variable combinations. 
These symptoms seemed to occur at any time during the 
10 day treatment period. The occurrence of symptoms 
seemed to be related to the length of time elapsing be- 
tween the last meal and the intake of fumagillin tablets. 
A large percentage of these complaints were modified or 
disappeared within 24 hours if the tablets were given 
immediately after an adequate meal. All these com- 
plaints quickly disappeared after the fumagillin treat- 
ment was completed. Only seven patients developed 
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diarrhea. Five cases were mild, one was moderate, and 
one was severe. The severe case of diarrhea developed 
one day after completion of therapy and recurred inter- 
mittently for 22 days. The patient was referred to his 
family physician for treatment. Six people developed se- 
vere weakness during fumagillin therapy. Two of the 
six became so affected that they could not work during 
the last two days of therapy. All six gradually recovered 
during the first 10 days after therapy. 

“Skin rash” was the most frequent complaint oc- 
curring after the 10 day treatment period. This rash was 
characterized by skin-colored papules, | to 2 mm. in 
diameter, which became vesicular. It usually appeared 
bilaterally between the fingers and on the palmar sur- 
faces of the hands. Occasionally the feet and arms be- 
came slightly involved, but rarely the face. The rash 


TaeLe 3.—Reactions to Drug Therapy in Patients with Amebiasis 


Oxytetra- 
evcline Fuinagillin 


No. No 
Complaints 
Cramps and or abdominal pain........... 25 (i as 23.1 


Total courses of therapy with ade- 
quate tollow-up study for drug re- 
actions 


Percentage of courses of therapy with 


* Loose stools: soft or semiliquid stools no more than 5 times a day. 
t Mild diarrhea: 6-10 stools during one 24 hr. period. 
Moderate diarrhea: 6 or more stools per day during a 48 hr. period 
or longer. 

§ Severe diarrhea: 10 or more stools per day during a 48 hr. period or 
longer, 


usually was first noted within the week after completion 
of treatment. Most of the 43 people who listed this 
complaint had only a few lesions that disappeared 
within 24 to 48 hours. In approximately 25% of those 
involved, the rash was more obvious and lasted three 
days. Twenty patients complained of desquamation of 
skin of the hands. This usually occurred within two 
weeks after the appearance of the rash. Most of these 
people showed very mild patchy involvement, but five 
developed complete desquamation of the skin of both 
hands. Although the rash and the desquamation caused 
concern, the only actual discomfort consisted of mild 
itching and slight tenderness of the hands. Nine pa- 
tients complained of a “burning sensation” in their 
“stomachs.” Six of these had great discomfort for a 
short time during therapy. Giving the medicament after 
an adequate meal seemed to give relief. The remaining 
three dated the onset of this complaint at the end or 
shortly after the 10 day treatment period. The pain oc- 
curred intermittently for as long as one month. Two of 


» 
Severe weakness “4 6 
Rectal burning with or without bloody 
Burning sensation in stomach ; 
| 
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the three patients were not significantly relieved by 
symptomatic treatment and therefore were referred to 
their family physicians. This was the most severe of all 
the reactions to fumagillin therapy. 


COMMENT 

Previous evaluations of amebacides have been con- 
ducted under conditions in which the possibility of heavy 
prolonged exposure continued to exist, such as in mental 
institutions or prisoner-of-war camps, or have been re- 
tarded by the necessity of treating a small number of 
people at one time. The South Bend outbreak pre- 
sented a nearly ideal situation for therapeutic and long- 
term follow-up investigation. In this outbreak a large 
number of people presumably were infected with the 
same strains of E. histolytica. E. histolytica had caused 
death and severe illness as well as asymptomatic cases 
among the people involved. Over 800 people were 
found to be infected at the time of this study. This per- 
mitted simultaneous evaluation of two methods of ther- 
apy. The personnel involved were exposed and were 
exposing others to the risks that exist in normal civilian 
activity. The most probable source of infection was re- 
moved before the therapeutic program was started. The 
people involved belonged to a relatively stable popula- 
tion, allowing for careful and prolonged study of each 
individual and his environment.' This indeed was an 
unusual opportunity for conducting therapeutic studies. 
The study was characterized throughout by the com- 
plete cooperation of the county medical society, local 
and state health agencies, the industrial concern, the 
union, and the personnel of the plant itself. Also co- 
operating were two pharmaceutical concerns, a federal 
health agency, and a school of medicine in the southern 
part of the United States. The type of teamwork avail- 
able to a community in the United States today was il- 
lustrated. This factor alone would have made the study 
worthwhile. 

One of the first problems to be faced was the ques- 
tion of whom to treat. The decision to treat all infected 
persons was based on the following considerations: the 
possibility of spreading infection, the inability to deter- 
mine which individuals would develop more serious 
complications if not treated, and finally the need for an 
organized diagnostic and therapeutic approach to handle 
the large number of infected individuals. Due to this 
decision no attempt was made to follow an untreated 
group of patients as controls. The work of Frye and 


5. Frye, W. W.; Brooke, M. M., and Weinstein, P.: Antibiotics in 
the Treatment of Acute Amoebic Dysentery, Ann. New York Acad. Sc. 
65: 1104-1113, 1952. Martin, G. A., and others: Comparative Efficacy 
of Amebicides and Antibiotics in Acute Amebic Dysentery Used Alone 
and in Combination in 538 Cases, J. A. M. A. 151; 1055-1059 (March 
28) 1953. 

6. McCowen, M. D.; Callender, M. E., and Lawles, J. F., Jr.: 
Fumagillin (H-3): A New Antibiotic with Amebicidal Properties, Science 
113: 202-203, 1951. 

7. Hrenoff, A. K., and Nakamura, M.: In Vitro and in Vivo Studies 
of a New Antibiotic, Fumagillin, with Endamoeba Histolytica, Proc. Soc. 
Exper. Biol. & Med. 77: 162-164, 1951. 

8. Balamuth, W.: Comparative Action of Selected Amebicidal Agents 
and Antibiotics Against Several Species of Human Intestinal Amebae, 
Am. J. Trop. Med. 2: 191-205, 1953. 

9. Killough, J. H.; Magill, G. B., and Smith, B. C.: The Treatment 
of Amebiasis with Fumagillin, Science 115: 71-72, 1952. 

10. McHardy, G., and Frye, W. W.: Antibiotics in Management of 
Amebiasis, J. A. M. A. 154: 646-651 (Feb. 20) 1954. 
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co-workers ® in Korea had revealed oxytetracycline to 
be the most effective single agent in the treatment of 
acute amebic dysentery in use at that time. Oxytetra- 
cycline was chosen for this study in order to confirm its 
effectiveness in a large number of asymptomatic cases 
and by a more prolonged follow-up period than was 
feasible in the Korean study. A new amebacide, fuma- 
gillin, appeared in 1951. It was studied in vitro by Mc- 
Cowen and others.® Hrenoff and Nakamura,’ and Bala- 
muth.* Killough and others,® and McHardy and Frye '" 
have used this drug in small clinical series with minimal 
signs of toxicity. Fumagillin was chosen for this study 
in order to compare its effectiveness in vivo with that 
of a known effective amebacide, oxytetracycline. 

In the final evaluation these drugs were equally effec- 
tive. A three to four month follow-up study revealed 
the organism to be absent from the stool in over 93% of 
the people treated. Approximately one year after the 
treatment program, a random survey revealed only 
1.1% of 178 employees infected with E. histolytica. No 
evaluation of effectiveness in extraintestinal amebiasis 
could be made. Evaluation of the total number of re- 
actions to either drug was impossible due to the lack of 
a control series; however, the percentage of people 
registering complaints was approximately the same with 
each drug. Most of the complaints associated with either 
drug were mild, only a few being severe enough to inter- 
fere with the employee’s usual activities. The side- 
reactions to fumagillin seemed to disappear or decrease 
if the tablets were given immediately after an adequate 
meal. Most of the complaints occurring with either drug 
responded to symptomatic measures and disappeared 
after the 10 day course of treatment was completed. 
This study confirms the existence of two very effective, 
relatively nontoxic amebacides that will aid physicians 
in treating intestinal amebiasis. 


SUMMARY 

A water-borne epidemic of amebiasis in South Bend, 
Ind., presented an excellent opportunity for comparing 
the effectiveness of two amebacides. Oxytetracycline 
and fumagillin were equally effective. A three to four 
month follow-up revealed Endamoeba histolytica to be 
absent from the gastrointestinal tracts of over 93% of 
the people treated. In this therapeutic evaluation no 
attempt was made to include an untreated control series. 
No evaluation of therapy for extraintestinal amebiasis 
could be made. The number of patients complaining of 
reactions was approximately the same with either drug. 
The complaints were usually of a mild nature and usu- 
ally disappeared after completion of therapy. The most 
irequent complaints were loose stools, gas pains, and 
nausea. Complaints characteristic of oxytetracycline 
were diarrhea, anal itching, and prolonged rectal irrita- 
tion. Complaints characteristic of fumagillin were a 
syndrome of tenderness, dizziness, and extreme weak- 
ness; a typical skin rash; and gastric irritation. The 
availability of these two effective relatively nontoxic 
amebacides will aid physicians treating intestinal amebi- 
asis. The importance of community teamwork in solv- 
ing health problems has been demonstrated in the study 
of this outbreak of amebiasis. 
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CLINICAL NOTES 


PRIMARY DEPRESSION OF GASTRIC 
SECRETION BY INSULIN IN 
NORMAL MAN 


William H. Olson, M.D. 
and 


Heinrich Necheles, M.D., Ph.D., Chicago 


We have reported that in the dog gastric secretion and 
motility are depressed considerably during the first 30 
minutes after injection of insulin.’ Recently, we have de- 
scribed a similar observation on the gastric secretion of 
patients with active duodenal ulcer. It was felt to be nec- 
essary to confirm the latter results in a comparable group 
of normal subjects. The stomach of a patient with active 
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secretion as related to blood sugar can be considered 
more valid. Blood sugar levels were determined in dupli- 
cate by the Nelson method. Free and total acid was 
determined by titration with 0.1 N sodium hydroxide and 
dimethylaminoazobenzene and phenolphthalein indica- 
tors. Volumes were measured to the nearest one-tenth 
of a milliliter, and milliequivalents were calculated by 
multiplying total volumes of each sample with the values 
of units of free and total acid. 


RESULTS 

The results of all tests are given in table | and in the 
figure. It is seen that the lowest levels of the blood sugars 
were accompanied by a considerable depression of vol- 
ume and acidity of gastric secretion. The typical insulin 
stimulation of gastric secretion occurred when blood 
sugar levels were rising. In no experiment did the lowest 
blood sugar level coincide with the peak value for secre- 
tion. As shown in table 2, the greatest incidence of min- 
imal blood sugar levels occurred at 30 minutes after in- 


Taste 1.—Averages of Thirty-Three Studies of Insulin Gastric Secretion in Normal Men 


Control 


Averages, Min. 


0 0 15 30 45 60 75 40 15 120 
MG... 78.42 .0* 11.6+2.3 26.01.4 34.4£1.3 40.4£2.3 48.02.5 63.0 
8.22.3 27.91.9 19.01.7 18.1+2.0 34.5+3.2 39.43.3 37.2+3.0 36.62£3.8 30.32.8 27.43.7 
0-56 2-47 0-41 0-49 0-111 0-71 6-125 6-90 0-0? 
= 
Free hydrochlorie acid: Units. 4.02.8 37 62.6 27.6=2.9 20.62.7 70.54.5 83.6225.1 48.75.83 68.425.0 63.9+4.4 
P = 0.01 
Total hydrochlorie acid: Units. 45.223.9 53.52£2.5 40.4£2.8 34.3253.5 83.05.0 92.5-55.1 95.025.0 91.2+5.1 76.52 
0-99 23-84 0-80 0-92 0-132 0-132 0-145 14-15] 14-135 0-116 
P = 0.05 
Free hydrochlorie acid: mEq... 1.070.14 1.1320.12 0.680.12 0.4720.10 2.830.31 3.420.40 3.37+0.32 3.190.41 2.160.33 1,780.22 
_ 0-3.5 0-3.0 0-2.8 Q-8.5 0-10.5 0-0.5 0-14.49 0-7.9 0-61 
P = 0.01 
Total hydrochlorie acid: mEq... 1.4120.18 1,580.16 0,750.14 3.92-0.44 3.880.35 3.62--0.34 2 670.32 480.37 
0-4.3 0.1-3.9 0-3.3 0-3.4 0-10.6 0-12.3 0-102 0.2-15.5 0.2-9.4 0-10.0 
P — 0.01 


* The += signs denote standard error of the means. 


t t-test (Fisher); P denoting significance of difference between contro] and 30 minute values. 


duodenal ulcer appears to be in a state of irritability and 
of secretory stimulation. Therefore, results obtained in 
such patients need not be applicable to normal subjects. 


PROCEDURE 


Thirty-three healthy male prisoners volunteered as 
subjects for the test. Their ages varied between 25 and 
54 years, with an average age of 40 years. A careful his- 
tory was taken and physical examination was given in 
order to exclude disease, particularly peptic ulcer. Per- 
sons who at any time had taken baking soda or other 
drugs used in ulcer therapy were excluded. All subjects 
were hospitalized for the study. The night before the test 
a Levin tube was passed into the stomach, and, with 
slight constant suction by a Gomco pump, the 12 hour 
night secretion was collected. The following morning, 
two control samples were taken at 15 minute intervals. 
Then, 25 units of regular insulin was given intravenously, 
and thereafter 15 minute samples of gastric juice were 
collected for 120 minutes. Venous blood was drawn at 
the control period and every 15 minutes for the first 
hour, then at 90 and 120 minutes. 

The above procedures were essentially the same as 
those employed in the study of patients with duodenal 
ulcer.” However, more frequent samples were drawn, 
and therefore the data on initial depression of gastric 


sulin injection, coinciding with the greatest incidence of 
maximal depression of milliequivalents of total hydro- 
chloric acids. The typical stimulation of gastric secretion 
did not occur until 45 minutes after administration of 
insulin, and its highest incidence was in the 45 to 75 
minute period. 

Distinct depression of gastric secretion after adminis- 
tration of insulin did not occur in 5 out of the 33 ex- 
periments; in all 5 of these tests, the control values were 
low (0.2, 0.2, 0.7, 0.2, and 1.2 mEq. of total acidity). 
All subjects of this group were low secretors. In no sub- 
ject were symptoms of hypoglycemia observed. The re- 
sults were analyzed statistically. The two control values 
for secretion were not significantly different. Standard 
errors of the means and values for the test for significance 
of difference between control and 30 minute means are 
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stated in table 1. It is seen that depression of secretion at 
the 30 minute period was distinctly significant. In order 
to permit comparison, we have arranged table 1 and 
the figure similarly to those in our paper on initial in- 
hibition of gastric secretion in patients with active duo- 
denal ulcer.’ Comparison of the results obtained in both 
of these groups indicates that the present normal group 
responded more rapidly in both increase and decrease of 
secretory rate of the stomach than did the ulcer patients 
of the earlier study.* Comparing the values of secretion 
(milliliters, units, and milliequivalents of free and total 
acid), we do not find that the ulcer group ° had a higher 
secretion than the present normal group. On the contrary, 
most of the averages of the normal group were higher 
than those of the ulcer group. However, this difference 
was not analyzed further. 


COMMENT 


We have thus confirmed our previous observations on 
the dog and on the patient with duodenal ulcer that the 
first effect of insulin on the stomach is considerable de- 
pression of secretion.’ This depression occurs while blood 
sugar levels are falling to their lowest point. The typical 
insulin secretion of fluid and acid begins when blood 


TABLE 2.—Numerical Occurrence of Greatest Depression of 
Blood Sugar Levels and of Greatest Depression 
and Stimulation of Secretion 


Occurrence, Min. 


ls 30 15 60 75 9) 105 120 
2 3 0 0 0 0 
Total hydrochloric acid depression, 
Total bydrochlorie acid stimulation, 
Sc 0 0 9 10 6 3 1 3 


sugar levels are rising. It reaches its maximum 45 to 75 
minutes after injection of insulin. An explanation of the 
initial drop of gastric secretion after administration of 
insulin is difficult; however, several possibilities may be 
mentioned. 

We have shown previously that low acidity of gastric 
secretion can be due to regurgitation from the duodenum 
of alkaline secretions without noticeable bile.” However, 
assuming that this occurred in our present series, it could 
not explain the simultaneous initial depression of the 
volume of secretion demonstrated in the figure. The in- 
sulin we used contained glucagon, the effects of which on 
gastric secretion are not known. Intravenous injection of 
insulin stimulates the adrenal and the adrenergic system, 
and it may produce direct effects on the delomorphous 
(parietal) cells and on the blood circulation in the stom- 
ach. Insulin may stimulate the posterior pituitary gland 
and vasopressin (Pitressin) can cause inhibition of 
gastric secretion. Another possibility, indicated by us be- 
fore,” may be that glucose diffuses out of the vagus cen- 
ters when the blood sugar level is falling rapidly, pro- 
ducing inhibition of the centers, and diffuses into the 
centers when blood sugar levels are rising again, pro- 
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ducing stimulation. The answer to these questions can 
only be found through further experimentation and study. 

If the Hollander insulin test for vagus function is per- 
formed with one determination of blood sugar, 30 min- 
utes after administration of insulin, the lowest or low 
blood sugar levels will be found, according to our re- 
sults. However, if only one sample of gastric secretion 
is aspirated 60 minutes after administration of insulin, 
false negative results may be obtained. In 4 of our 
present series of 33 subjects, the first noticeable increase 
in gastric secretion was obtained 75, 75, 105, and 120 
minutes, respectively, after administration of insulin. Our 
previous and present results demonstrate that there is no 
significant difference in gastric basal secretion and uro- 


T 
37 
\ 
\ 
\ 
Volume 
(mls) 
\ 


a fro 


8 


25-4 


Simultaneous initial depression of the volume of gastric secretion and 
fall of blood sugar level, average of results on 33 subjects. 


pepsin secretion ® and in the response to insulin of the 
stomach of the normal person as compared to that of 
the patient with duodenal ulcer. 


SUMMARY 

In 33 normal male volunteer prisoners, gastric secre- 
tion was stimulated by administration of insulin intra- 
venously. The secretion of fluid and acid dropped con- 
siderably during the first 30 minutes and then rose to 
its greatest value 60 minutes after the administration of 
insulin. The depression of secretion coincided with fall- 
ing blood sugar levels, and stimulation of secretion coin- 
cided with rising blood sugar levels. Response of a normal 
stomach to stimulation by intravenously given insulin is 
about the same as in duodenal ulcer patients. 
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TREATMENT OF A CASE OF STOKES-ADAMS 
DISEASE BY EXTERNAL ELECTRIC 
STIMULATION 


Leonard B. Rose, M.D.., 
and 


Walter Wartonick, M.D., Albany, N. Y. 


The treatment of Stokes-Adams disease has recently 
been implemented by the availability of an external elec- 
tric stimulator known as the Cardiac Pacemaker devel- 
oped largely through the efforts of Dr. Paul M. Zoll.' 
The nature of this apparatus and the details of its opera- 
tion have been reported elsewhere.* The number of cases 
treated by this methcd is still small. To our knowledge 
the following case is the first one outside of the Boston 
area treated with the type of machine developed by Dr. 
Zoll.* Problems encountered in the application of this 
method are described. Autopsy findings of interest are 
included because of the suggestion of irritation of the 
pericardium by the stimulator. 


REPORT OF A CASE 


A 64-year-old man was admitted to the cardiovascular section 
of the Albany Veterans Administration Hospital for the first 
time on Feb. 11, 1954, because of swelling of the ankles and pro- 
gressive shortness of breath of three months’ duration. Four 
years previously a slow heartbeat had been detected by his physi- 
cian, who advised him to restrict his activities. At infrequent in- 
tervals since then he had had momentary “black-out spells” 
from which he recovered spontaneously without ill-effect. These 
attacks had not recurred for the nine months before admission. 
In November, 1953, on two successive nights he suffered sudden 
inability to breathe accompanied by precordial and left lower 
chest pain that forced him to sit up during the night. He did not 
seek medical advice. After these two episodes he began to 
develop progressive dyspnea on exertion, and two weeks before 
admission swelling of the feet and ankles appeared. History 
and family history were not contributory. 

Physical examination on admission showed a well-developed 
and well-nourished white mar in no acute distress. The blood 
pressure was 240/50 mm. Hg, temperature 98.2 F, pulse rate 42, 
and respiration rate 20. The eye, ear, nose, and throat examina- 
tion revealed nothing remarkable except for grade 2 arterioscle- 
rotic changes in the ocular fundi. There was a diffuse sym- 
metrical enlargement of the thyroid gland. There was no cervical 
venous distention. Fine rales were heard over the left lower 
lobe posteriorly and along the left lateral chest wall. The point 
of maximal impulse was in the sixth intercostal space in the mid- 
axillary line. The heart rate was 40, regular, with varying in- 
tensity of the first sound. A grade 2 systolic murmur was heard 
at the apex. The liver was enlarged four fingerbreadths below 
the costal margin. There was 2+ pitting edema of both feet 
and ankles. 

Laboratory examinations showed a 1+ reaction for albumin 
in the urine. The results of a complete blood cell count and 
nonprotein nitrogen and fasting blood sugar determinations 
were not remarkable. A chest x-ray showed that the heart was 
markedly enlarged, probably more to the left. The initial electro- 
cardiogram showed complete heart block with an idioventricular 
rhythm arising in the left ventricle at a rate of 40 beats per 
minute. 

The initial impression was that of hypertensive and arterio- 
sclerotic heart disease complicated by Stokes-Adams disease with 
moderate decompensation. The mass in the neck was thought 
to be a nontoxic goiter. 

Hospital Course —On a regimen of bed rest, with salt re- 
striction and administration of a mercurial diuretic over a period 
of three days, there was considerable clearing of the lungs and 
peripheral edema with a weight loss of 15 Ib. (6.8 kg.). Ephedrine 
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sulfate, 25 mg. by mouth every six hours, was given because of 
the history of syncope. On the sixth hospital day the patient 
lost consciousness momentarily while lying in bed but recovered 
spontaneously. After this the electrocardiogram showed a shift 
ot the pacemaker to the right ventricle with a rate of 32. The 
dose of ephedrine was supplemented by ephedrine parenterally, 
25 mg. every four hours, but the heart rate remained between 
28 and 32 per minute. The blood pressure averaged 180/60 mm. 
Hg. The patient remained symptom-free. Because of the im- 
minent breakdown of the spontaneous pacemaker, he was kept 
at bed rest and observed closely. On the 18th hospital day re- 
peated episodes of asystole occurred followed by syncope with 
tonic and clonic convulsions. Aqueous epinephrine in doses of 
3 to 5 minims (0.2 to 0.3 cc.) was given repeatedly intravenously, 
and for a while a heart rate of 90 per minute was achieved with 
a continuous infusion of epinephrine, 4 mcg. per milliliter. Eight 
hours after the onset it became impossible to regulate the heart 
rate with intravenously given epinephrine. The mechanism as 
shown by the electrocardiogram varied from prolonged asystole 
to ventricular tachycardia (fig. 1). Increasing doses of epine- 
phrine were required to excite the ventricles. A continuous in- 
fusion of 10 mcg. per milliliter at 5 ml. per minute was insuf- 
ficient, and “booster doses” had to be given intravenously. Thir- 
teen hours after the onset of this series of attacks, the external 
Cardiac Pacemaker was applied and successfully established a 
regular rhythm at SO beats per minute with a good peripheral 
pulse and full consciousness. Much discomfort due to the asso- 


“ave 


aA 


A 
¥ ¥ y 


Fig. 1.—Ventricular tachycardia alternating with asystole while the 
Patient was receiving large doses of epinephrine. The occurrence of a 
seizure is indicated by the appearance of interference (B). 


ciated pectoral muscle contractions was present and limited the 
frequency and voltage that could be applied. After one hour of 
use of the pacemaker, the frequency of stimulation was reduced, 
spontaneous beats made their appearance, and the apparatus was 
turned off. Two hours later it was again necessary to use the 
machine for another two hour period. His heart then beat 
spontaneously for three hours, when another attack of syncope 
occurred and the pacemaker was applied again. An electro- 
cardiogram at the onset of this episode showed ventricular 
flutter. This disturbance abated, and the electrocardiogram re- 
corded only the typical sequence of the artificially produced 
systole. Again it was possible to stop the machine, but five hours 
later asystole recurred and the external electrical stimulation had 
to be resumed. This time it was necessary to continue external 
stimulation without interruption for the next 26 hours. The pa- 
tient was conscious, the blood pressure averaged 118/72, and 
the pulse averaged 42. Meperidine (Demerol) was required be- 
cause of the muscular pain produced by the electrical stimula- 
tion. Digitalization with digoxin, 0.5 mg. every six hours, was 
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instituted because of the appearance of pulmonary congestion. 
At the end of the 26 hours, when the machine was switched off 
briefly to see if the heart could again beat spontaneously, it did 
so almost immediately (fig. 2). The patient was able to continue 
on his own at a rate of 43 per minute. The blood pressure was 
150/60. Altered serum electrolytes and a nonprotein nitrogen 
level of 84 mg. per 100 ml. were corrected gradually by fluids 
given parenterally. The patient’s sensorium, which had become 
a little cloudy, rapidly cleared. 

Progress was then fairly smooth until the 27th hospital day, 
when the patient coughed up a moderate amount of clotted 
blood. Pulmonary embolization was suspected, and_ bishy- 
droxycoumarin (Dicumarol) therapy was begun. The patient did 
fairly well but was kept under constant observation. On the 
30th hospital day his spontaneous pacemaker breke down tem- 
porarily, and the external stimulation was again used. A chest 
x-ray on the 33rd day showed a triangular density lying just 
above the right leaf of diaphragm, which was interpreted as con- 
sistent with pulmonary infarct. On the 39th hospital day the ma- 
chine had to be employed again, intermittently, for intervals as 
long as nine hours. On the 40th day there were further com- 
plications of fever, burning on urination, and pyuria. The anti- 
coagulant treatment had to be stopped with vitamin K, because 
of a rapid rise in the prothrombin time associated with the im- 
paired renal function. On the 42nd hospital day, after a period 
of 11 hours of continuous stimulation, the patient suddenly lost 
consciousness and became pulseless. Increase in the frequency 


Fig. 2.—Dissociation between the external stimuli (E) and the spon- 
taneous ventricular beats (SV) is shown (B), All beats (V) were in response 
to the stimulator (E) until the pacemaker was turned off (C). Auricular 
flutter was also present at this time. 


and voltage did not revive the patient. When epinephrine, 4 mcg. 
per milliliter, was given to the patient intravenously, he began 
to respond to the pacemaker, which had to be run continuously 
for the next 25 hours. For two days he was able to continue on 
his own, but on the 46th day he broke down again. He no longer 
responded well to the pacemaker. The maximum cardiac rate 
that could be obtained was about one-half that of the machine. 
Finally, while still being maintained with the external pace- 
maker, the patient had a convulsion, the pulse became unobtain- 
able, and all attempts to revive him failed. 

Postmortem Examination.—On gross examination the peri- 
cardium was hyperemic over the apex. There was hypertrophy 
of both right and left ventricles. Severe coronary arteriosclerosis 
was present, the lumen of the anterior descending branch of the 
left coronary artery in its proximal portion was pinpoint in size. 
There was no gross evidence of recent or old myocardial in- 
farction. Two small old pulmonary infarcts were found in the 
right lung. The kidneys showed minimal scarring. Cystitis and 
prostatitis were present. Microscopic examination showed 
chronic pericarditis with focal proliferation and swelling of the 
pericardial mesothelial cells and a broad zone of hyperemia and 
chronic inflammatory exudate in the underlying epicardial fat. 
Numerous sections of the myocardium showed many areas of 
scarring but no recent infarction. The kidneys showed con- 
siderable glomerular scarring and hyaline thickening of the 
afferent arterioles. 
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COMMENT 

The effectiveness of the external electrical cardiac 
stimulator when all other measures failed is well illus- 
trated by this case. Unfortunately, the long-term results 
are limited by the severity of the intrinsic heart disease. 
The apparatus can only serve to carry a patient over 
until the physiological mechanism necessary to the au- 
tomaticity of the heart becomes reestablished. If there 
is insufficient collateral coronary blood flow to accom- 
plish this, any benefit will only be temporary as illus- 
trated by this report. Constant vigil is needed to detect 
the development of recurrent episodes to insure prompt 
treatment. When the heart slows to 30 beats or less per 
minute, it is usually a sign of impending breakdown of 
the patient’s idioventricular pacemaker. This sign, which 
was pointed out by Dr. Zoll, occurred frequently with 
our patient and was very useful. Nourishment, fluid, and 
electrolyte regulation are extremely important so that 
the myocardial metabolism will be enhanced to an 
optimum degree. Although the stimulator maintained a 
conscious patient, adequate blood pressure and palpable 
pulse, the nonprotein nitrogen level became elevated 
after each episode of prolonged treatment with the 
machine. This was interpreted to be due to a combina- 
tion of the underlying renal disease, reduced renal blood 
flow, and some dehydration because of justifiable cau- 
tious administration of fluids to a patient already in mild 
congestive heart failure. 

The autopsy findings of hyperemia and inflammatory 
changes in the pericardium may have been due to the 
repeated and prolonged stimulation. There was no other 
likely cause for the pericarditis. The patient was not 
considered to be in uremia clinically, and there was no 
fibrinous pericarditis present to suggest uremic peri- 
carditis. There was no necrosis, as such, except in the 
superficial layers of the skin immediately under the elec- 
trodes. According to Dr. Zoll, there have not been any 
autopsy findings that would indicate untoward anatom- 
ical effects in the heart or pericardium due to the elec- 
trical stimulator. 


It is necessary to keep in mind the fact that apparent 
asystole with convulsions and syncope may be due to ven- 
tricular tachycardia. These attacks may alternate with at- 
tacks of ventricular standstill in the same patient. Al- 
though the external electric stimulator is not effective in 
terminating the former episode, it will take over when the 
burst of ventricular tachycardia ends with cardiac stand- 
still or very slow idioventricular rate, as it did in our case 
on one occasion. Use of epinephrine intravenously is haz- 
ardous in patients with this situation, and frequent elec- 
trocardiograms are needed. The exact nature of the 
terminal episode 11 our patient is not known because 
the electrocardiograph was not turned on. It could have 
been due either to ventricular fibriilation obviating a 
response to the machine or to a simple failure to re- 
spond to further artificial stimulation. It may have well 
been due to the latter because, as noted in the protocol, 
the heart was unable to respond to every stimulus of the 
machine during the terminal hours. This has been de- 
scribed in another case.” 

In conclusion, it is observed that this apparatus is 
capable of producing a striking effect in Stokes-Adams 
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disease. Its application is simple in principle but requires 
the persistence, tenacity, and cooperation of the hospital 
staff in order to be effective. A delay of as much as four 
minutes in bringing treatment to bear would be too late. 


SUMMARY 

In a case of Stokes-Adams disease external electrical 
stimulation by the cardiac pacemaker was effective in re- 
suscitating the heart on many occasions over a period of 
28 days. The machine was used repeatedly, and the long- 
est period of continuous application was 26 hours. Fin- 
ally a response was no longer obtained, and the patient 
succumbed. An alert and cooperative hospital staff is 
mandatory in this form of treatment. The problems in- 
volved include the severity of the underlying heart dis- 
ease, ineffectiveness of the apparatus in Stokes-Adams 
attacks due to ventricular tachycardia-fibrillation, man- 
agement of pain, and possible induction of mild peri- 
carditis by the stimulator. 

1920 N.W. Johnson St., Portland 9, Ore. (Dr. Rose). 


COMPULSORY CASH 
DISABILITY BENEFITS 


This is the second in a series of articles that THE 
JOURNAL will publish during the next several months 
concerning the proposal to establish a national system 
of cash benefits for persons who are totally and _ per- 
manently disabled. The first article appeared in THE 
JOURNAL, Aug. 20, page 1442. All physicians are urged 
to acquaint themselves with the facts on this vital 
issue.—ED. 


THE A. M. A. VIEWPOINT 


As reported in the first article of this series, the 
United States House of Representatives near the end 
of the last session of Congress passed H. R. 7225, 
known as the Social Security Amendments of 1955. That 
bill includes several far-reaching provisions, one of which 
would make totally and permanently disabled persons 
eligible to receive their Social Security retirement bene- 
fits at age 50 instead of age 65. The House passed this 
legislation without open committee hearings and under 
a suspension of the rules that barred amendments and 
limited debate. Fortunately, the Senate Finance Com- 
mittee refused to be stampeded into hasty action. It 
postponed consideration of the measure until the second 
session of the 84th Congress, when there will be exten- 
sive public hearings on the bill. 

The American Medical Association, like a growing 
number of organizations and individuals in this country, 
is seriously concerned over this obviously political at- 
tempt to rush through an expansion of social security 
without careful public study. Our concern involves not 
only the disability benefits proposal, which would di- 
rectly affect medical practice and existing rehabilitation 
programs, but as citizens, we are also naturally interested 
in the broader trends and implications inherent in con- 
tinued expansion of the Social Security system. 
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Social Security has developed over the past 20 years 
to the point where it is no longer an experiment; it now 
is a Major cog in our National economy, directly affecting 
the income, purchasing power, and life planning of most 
people. By the same token, it also has reached a mag- 
nitude where any further changes may have a profound 
influence on the nation’s economic, social, and political 
future. The experience of the past two decades has 
demonstrated the danger arising from the nation’s fail- 
ure to decide just what social security is supposed to 
accomplish and just where it is supposed to stop. Bills 
liberalizing the program never contain any specific, well- 
defined limitations. Year after year the members of Con- 
gress introduce a growing number and variety of pro- 
posals—calling for still more changes, still greater ex- 
pansion, still newer types of coverage. Prior to summer 
adjournment this session, for example, 247 such bills 
were dropped in the congressional hoppers. 

This trend is moving closer and closer toward the 
fields of disability, rehabilitation, and medical care. The 
questions that it raises, however, concern not just the 
medical profession but all of the American people. Those 
vital questions involve not only the philosophy of the 
social security program but also its cost and tax burden 
—particularly as they affect the future generations who 
eventually will have to pay the piper. By lack of fore- 
sight and of sober study, by reckless disregard for the 
economic realities of increasing liabilities and costs, we 
might ultimately wreck the social security system itself. 
As pointed out editorially by the Chicago Daily News on 
July 20, 1955, “a sober estimate of how many billions 
the government is promising, and how it will be paid 
for, is imperative before we go farther. It would be un- 
thinkable for some future Congress to reneg on a con- 
tract sealed by the payment of taxes. But we also have 
no moral right to obligate future taxpayers to a burden 
that could become so great as to lower their own stand- 
ard of living, while they pay for the generous but ill- 
advised impulses of their predecessors.” 

When the 1955 legislation comes up for consideration 
by the Senate Finance Committee next January, the 
American Medical Association will not be the only or- 
ganization displaying an active interest in the issue. 
More and more groups and individuals, outside the med- 
ical profession, are becoming seriously concerned over 
the implications of our entire social security system— 
what it is, what it should be, and what it is leading us 
toward. Just recently, for example, the American Legion 
in Miami, Fla., and the insurance committee of the Coun- 
cil of State Chambers of Commerce in Atlantic City, 
N. J., passed resolutions recognizing the need for 
thorough study of the basic principles, objectives, and 
operations of the social security system. 

The need for such a study was well expressed in De- 
cember, 1954, by Louis W. Dawson, then president of 
the Life Insurance Association of America, when he 
Said: 

Before this country’s social welfare plans are extended further, 


or before any new ones are adopted, I would suggest a thorough 
and impartial study of our whole social welfare system and all 
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its implications. We should determine the philosophy and ulti- 
mate objectives of such programs; examine all present plans in 
the light of those objectives; examine overlapping or conflicting 
plans; review the soundness and future cost of existing plans; 
consider any new plans in the light of the ability of the country 
to support them, and continuously analyze the impact of all such 
plans on other elements in our economy. The over-all purpose 
would be to make sure we did nothing that would adversely 
affect the productivity and economic progress of the country, 
upon which all social welfare plans must depend for their valida- 
tion, in the final analysis. 

In the present temper of the times, we cannot turn the clock 
back. If we have promised too much, only time will tell. But it ts 
not too late to weigh future extensions in the light of our capacity 
to pay all those who enjoy the benefits. This, at least, we can do; 
and if integrity is not to be forsaken as a national ideal, it is a 
simple obiigation of citizenship, regardless of party. 

There are many groups and individuals, however, 
with a different viewpoint and with a determination to 
push further expansion of the social security program 
without delay. For example, Nelson H. Cruickshank, di- 
rector of social insurance activities for the American 
Federation of Labor, wrote as follows in the October, 
1955, issue of the American Federationist: “The 1954 
social security amendments included a timorous, halting 
step forward in meeting this problem. Under the new 
law a person who has earned retirement rights under 
OAS! will no longer have those rights diminished or 
destroyed by reason of a period of disability. The really 
significant gain in these amendments was not the so- 
called ‘freeze’ of benefit rights but the fact that in its 
adoption the precedent for the determination of dis- 
ability under terms of a federal program was established 
and provision was made for rehabilitation services.” 

If an important organization like the AFL believes 
that the 1954 “waiver of premium” legislation is sig- 
nificant only as a “precedent” for federal expansion in 
the fields of disability determination and rehabilitation 
services, then that fact alone demonstrates the need for 
a sober study of what we are doing and whither we are 
going. Mr. Cruikshank, pointing to the forthcoming 
merger of the AFL and CIO, also made this pertinent 
comment in his article: “The fight for adding disability 
protection to social security may well be the first major 
test of organized labor’s new strength in 1956.” 

The American Medical Association agrees with those 
who feel that the time has come for careful, factual 
study of the social security problem in all its aspects, 
medical and otherwise. It should be strongly emphasized, 
however, that the A. M. A. has no intention of embark- 
ing on a negative campaign of opposition. Nor has it any 
intention of conducting an all-out, public type of cam- 
paign similar to the immensity or cost of the program 
directed against national compulsory health insurance. 
Smear-tactic stories about an A. M. A. war chest in this 
program are false—and were to be expected. 

The A. M. A. viewpoint is simply this. 1. The social 
security issue should be taken out of politics. 2. There 
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should be an objective, thorough study of the system 
itself and the effects of further expansion. The A. M. A. 
will do its utmost to cooperate in such a study and to help 
supply available facts on disability, rehabilitation, and 
medical care. 3. As it now stands, this bill could have 
far-reaching effects upon the entire practice of medicine 
in our country. 4. There is no need for an immediate 
passage of the bill with regard to “permanent” disability 
benefits. 5. Cash handouts wouid be detrimental to our 
national program of rehabilitation. 

As Barron’s Weekly said in a July 18, 1955, editorial: 
“What is sorely needed in Washington is an approach to 
Social Security that is both statesmanlike and fresh.” 
To which we might add the old epigram: “Unreasonable 
haste is the direct road to error.” Therefore, wire or 
write your Senator. Write your newspapers. Write and 
talk to everyone who can help focus public attention 
upon the dangerous potential consequences of this hasty, 
politically inspired bill until a proper study is made. 
Act now—before it is too late. 


COUNCIL ON FOODS 
AND NUTRITION 


Report of the Council 


In answer to the many questions that have been raised 
concerning the attitude of the Council toward the fortifi- 
cation of milk with vitamin D, the Council has authorized 
publication of the following statement. 

EUGENE H. STEVENSON, 
Acting Secretary. 


IMPORTANCE OF VITAMIN D MILK 


The reduction of infantile rickets almost to the van- 
ishing point in the United States is a modern miracle. 
Bowed and otherwise deformed legs, deformed pelves, 
crooked backs, and other defects caused by rickets in 
infancy and early childhood were common as recently 
as in the 1920's.’ These rachitic deformities are now 
rarely seen in our child population. How did this come 
about, and what part does vitamin D fortified milk 
play in the conquest of rickets? 

Rickets was first described in medical literature in the 
17th century by a young Englishman named Daniel 
Whistler, whose slim Leyden graduate thesis of 1645 
Was soon overshadowed by Francis Glisson’s 1650 vol- 
ume “De Rachitide.” Although the origin of this “entirely 
new disease” was believed to bear some relation to slum 
conditions, which provided little sunshine and poor diet, 
the progress of medical understanding of its cause and 
treatment lagged for more than two centuries.” The his- 


1. Jeans, P. C., and Marriott, W. McK.: Infant Nutrition: A Textbook 
of Infant Feeding for Students and Practitioners of Medicine, ed. 4, 
St. Louis, C. V. Mosby Company, 1947, p. 416. 

2. Foote, J. A.: Evidence of Rickets Prior to 1650, Am. J. Dis. Child. 
34: 443 (Sept.) 1927. 
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tory of the theories of the cause and treatment of rickets 
from this time on demonstrates the laborious and often 
slow progress of science. Work from many countries 
finally led to investigations that revealed the cause, treat- 
ment, and prevention of this disease. 

Even before vitamin D was isolated, Zucker * in 1922 
devised a method for recovery of an antirachitic principle 
from the nonsaponifiable portion of cod liver oil. After 
refinement and clinical evaluation, this process was 
widely used in the vitamin D milk program. Decided 
impetus occurred in 1924, when Steenbock and Black * 
and Hess and Weinstock ° almost simultaneously but in- 
dependently announced that it was possible to induce 
vitamin D activity in foods and oils simply by exposing 
them to ultraviolet rays. These discoveries were moti- 
vating factors in arousing greater interest in the use of 
and need for vitamin D in the diet of infants and children 
and stimulated the practical production of vitamin D 
milk. 

In 1933 THe JOURNAL commented editorially, “What- 
ever the explanation may be, the fact remains that the 
incidence of rickets is still too great and will continue 
to be until some cheap, generally available, agreeable 
source of vitamin D is provided. Vitamin D milk seems 
to offer promising possibilities of meeting these require- 
ments.” © 

The same year, the Council organized a vitamin D 
milk program to encourage the production and use of 
vitamin D fortified milk.“ Other groups, including both 
private and governmental agencies, joined with industry 
to make the vitamin D milk program a successful public 
health measure. The significantly lower incidence of 
rickets today and the broad background of this de- 
velopment justify the assumption that vitamin D for- 
tified milk has played an important role in bringing about 
the desirable low incidence of rickets. In 1947, Dr. P. 
C. Jeans of the University of lowa wrote, “Rickets still 
is found with some frequency in some of our larger 
cities, especially among the dark-skinned races, but it 
has almost disappeared in the country as a whole.” ! 
Rickets in infants remains rare in the United States today. 

Children beyond the age of infancy require vitamin D 
for normal growth. Adults, especially pregnant and lac- 
tating women, also need vitamin D. The importance of an 
automatic source of vitamin D, ingested regularly with 
milk, is great indeed. Infantile rickets would be preva- 
lent within months if all preventive measures suddeniy 
were abandoned. Four hundred U. S. P. units of 
vitamin D to the quart or reconstituted quart of milk is 
fully adequate to prevent rickets and to satisfy the needs 
for growth if milk so fortified is given in the customary 
amounts. Because of these considerations, the Council 
reaffirms its policy of recommending fortification of 
milk with vitamin D at this level. It is fortunate that a 
high proportion of bottled milk and practically all evapo- 
rated milk is fortified to the recommended level today, 
and it is urged that the program be continued. 
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FOOD STANDARDS 
In accord with the Council’s announced purpose of 
formulating desirable nutritional standards for classes 
of foods, the following recommendations for vitamin D 
whole milk and evaporated milk with added vitamin D 
are offered for the guidance of the medical profession, 
the dairy industry, and other interested parties. 
EUGENE H. STEVENSON, 
Acting Secretary. 


Vitamin D Whole Milk 

The Council believes that in addition to conforming 
to the appropriate federal, state, and local regulations, 
vitamin D whole milk should meet the following specifi- 
cations. 

1. It should conform to the U.S. Public Health Serv- 
ice recommendations for grade A_ pasteurized whole 
milk. 

2. It should contain 400 U. S. P. units of vitamin D 
per quart. 

3. It should be checked at least twice yearly for vita- 
min D potency by analyses of surprise samples per- 
formed by a recognized independent laboratory. 

4. It should contain no emulsifier not acceptable to 
the Food and Drug Administration for use in food. 


Evaporated Milk with Added Vitamin D 

In addition to conforming to the appropriate federal, 
state, and local regulations, the Council on Foods and 
Nutrition believes evaporated milk should meet the fol- 
lowing specifications. 

1. It should contain 25 U. S. P. units of vitamin D per 
fluid ounce (equivalent to 400 U. S. P. units per quart 
when diluted with an equal volume of water). 

2. It should be checked at least twice yearly for vita- 
min D potency by analyses of surprise samples per- 
formed by a recognized independent laboratory. 

3. Zucker, T. F.: Further Observations on the Chemistry of Cod 
Liver Oil, Proc. Soc. Exper. Biol. & Med. 20: 136, 1922. 

4. Steenbock, H., and Black, A.: Fat Soluble Vitamins: The Induction 
of Growth-Promoting and Calcifying Properties in a Ration by Exposure 
to Ultra-Violet Light, J. Biol. Chem. 61: 405, 1924. 

5. Hess, A. F., and Weinstock, M.: Antirachitic Properties Imparted 


to Inert Fluids by Ultraviolet Irradiation, J. A.M. A. 83: 1845 (Dec. 
6) 1924. 

6. The Mineralization and Vitaminization of Milk, editorial, J. A. M. A. 
101: 1728 (Nov. 25) 1933. 

7. The Vitamin D Milk Program of the Council on Foods and Nutri- 
tion of the American Medical Association, report of the Council on 
Foods and Nutrition, J. A. M. A. 142: 1144 (April 15) 1950. 


Hypothermia.—When the body temperature decreases from the 
normal 37 C. to 25 C., the blood pressure may descend from a 
mean of: 100 mm. Hg to 60 mm. Hg. Thus, a blood pressure 
which is “normal” at one body temperature may be an “ab- 
normal” pressure at a lower temperature. Concomitant with these 
temperature-induced blood pressure changes, reductions occur 
in the circulating blood volume, in the cardiac output and in 
oxygen requirements. .. . As hypothermia develops, not only 
does the blood pressure fall, but severe vasoconstriction occurs 
in the skin and in the limbs. One organ after another becomes 
“closed off” from the circulating blood stream, and at the low 
body temperatures, seen most dramatically in extreme hypo- 
thermia, the circulation is restricted to the most vital organs: 
brain, heart and lungs.—Simon Rodbard, M.D., and Louis N. 
Katz, M.D., The Neurogenic Control of the Blood Vessels, 
Circulation, September, 1955. 
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WORLD MEDICAL ASSOCIATION 
MEETING IN VIENNA 


The recent General Assembly of the World Medical 
Association in Vienna leit no doubt in the minds of those 
present of the need for physicians to realize that the 
practice of medicine is far greater in scope than ever 
before. No longer can the practitioner content himselt 
with trying to keep informed on the newest drug, surgi- 
cal technique, or diagnostic tool. He also must face the 
fact that medical problems occurring elsewhere in the 
world may some day confront him in his own practice 
in his part of the world. In addition, he must recognize 
the need for appreciating the rapidly growing general 
interest in sociologic problems bearing on medicine. 

The World Medical Association is a young organiza- 
tion, its ninth General Assembly being held this year. 
However, it has become known throughout the world 
for its work, and national medical societies, including the 
American Medical Association, support its efforts. Dur- 
ing the course of a year the World Medical Association 
initiates an appreciable number of studies and recom- 
mendations. The latter are, of course, not binding on 
any national medical group, but their soundness is evi- 
dent in the fact that many have been adopted in principle 
by other groups. Delegates at an annual assembly may 
discuss, for example, medical education, medical ethics, 
emblems for doctors and defense units in times of peace 
and war, supply of doctors, relationship between physi- 
cians and the press, and visiting lecturers and professors 
for the so-called undeveloped countries, to mention just a 
few topics. 

Of great interest always are the discussions on social 
security. Although the words social security may be de- 
fined and applied differently in various parts of the world 
there is never any difference of opinion at the assemblies 
about what the delegates have in mind. They are ever 
mindful of the need for providing the best possible medi- 
cal care to their patients. And they never forget that 
circumstances may cause plans for medical care to vary 
in different countries. But all are united in opposition 
to unnecessary interference by a government in medical 
care plans, and they resent apparently without exception 
any attempts on the part of government officials to arbi- 
trarily interject themselves between the doctor and his 
patient. In these troubled times it is indeed heartening 
to see the depth of desire in the hearts of physicians 
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throughout the world to preserve for their patients those 
rights and freedoms that best meet health needs. It is 
only natural then that doctors should discuss social 
security in detail when they have an opportunity to meet | 
with others from over the world and share experiences 
and thoughts. 

Elsewhere in this issue of THE JOURNAL (page 1054) 
is a timely and revealing statement by Dr. Dag Knutson 
of Sweden. If there is any doubt in anyone’s mind about 
how the cost of a social security program increases it 
will be dispelled on reading the Knutson article. One of 
the special recent interests of the World Medical Asso- 
ciation has been the International Social Security Asso- 
ciation, a body that is allied to the International Labour 
Office and is dedicated to the extension of social security 
coverage. This body has adopted 15 principles that, it 
enacted in any country, would completely subject the 
doctor and his patient to government control. They 
would be told what to do and how to do it and when to do 
it so far as medical practice is concerned. The officers 
of the World Medical Association have led an unceasing 
fight against such control, and it may well be that such 
watchfulness by the doctors themselves may be the means 
of preventing socialism, as it is defined in the United 
States, from creeping in a back door. The doctors of 
the United States must be always alert to the piecemeal 
advancement of legislation that in time would reduce 
all medical care to the level of government medical 
memorandums. If the 15 principles advocated by the 
International Social Security Association ever would be 
adopted we could forget about piecemeal or any other 
legislation because the doctors then would be merely 
serfs of the government. 

Vienna is an impressive city for a medical meeting, 
and those who attended the World Medical Association 
meeting in 1955 will long remember with pleasure the 
beauty of the buildings, the ever-present signs of hos- 
pitality, and the graciousness of the people. Whether 
one was interested in interesting medical techniques or 
wonderful food, in architecture or in the arts, or just in 
the joy of gay living, Vienna provided the setting. It ts 
doubtful if anyone left the city without saying auf Wie- 
dersehen instead of good-by. The Vienna meeting was 
successful for those in attendance and for doctors 
throughout the world. It serves well as a foundation for 
the next general assembly, which will be held in October, 
1956, in historic and interesting Havana, Cuba. In 1957 
the general assembly will be held in September in Istan- 
bul, Turkey. In the meantime, the council of the asso- 
ciation will hold spring meetings in the next two years, 
one in Germany, the other in Norway. The deliberations 
of the council and of the delegates at the assemblies are 
published in abstract form in the World Medical Journal 
and from time to time in THE JOURNAL of the American 
Medical Association. All members of the United States 
supporting committee of the World Medical Association 
receive the World Medical Journal. Others may sub- 
scribe individually or may join the supporting committee 
on payment of $10 per annum. This is a small sum to 
pay for the returns that stem from the work of the asso- 
ciation. The advancement of medical knowledge and 
the continuation of freedom for medical practice are just 
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two of the benefits that the World Medical Association is 
striving to provide. A check for $10 to the United States 
Supporting Committee, World Medical Association, 345 
E. 46th St., New York 17, will permit any doctor to be 
prepared for participation in the 10th general assembly 
in Cuba in 1956. At the same time he can gain satisfac- 
tion from the thought he individually is supporting an 
organization that the House of Delegates of the Ameri- 
can Medical Association repeatedly has commended. 


INCREASED HOSPITAL BIRTHS IN 
THE UNITED STATES 


Throughout the United States the number of babies 
born in hospitals has shown a steady increase. Today, 
there is definite evidence that the number of registered 
live births in American hospitals has risen appreciably 
since 1952, when the latest official data became available. 
At that time about 3,530,000 infants, or 91.7% of all 
births in the United States, were delivered in hospitals, 
as the term hospitals is used by the National Office of 
Vital Statistics. Only 3,170,000, or 81.0%, of all births 
in the United States occurred in the 6,665 hospitals 
registered by the American Medical Association in 
1952.1 In the white population the proportion of hospi- 
tal-born babies (in registered as well as nonregistered 
hospitals) increased from 59.9% to 95.7% during the 
period between 1940 and 1952, and among the nonwhite 
population it increased from 26.7% to 66.4%.° 

In recent years more and more women have been 
encouraged to utilize hospital facilities for maternity. 
In great measure this is due to three factors: first, hos- 
pital facilities have grown in number, have improved in 
quality, and have become more accessible to large num- 
bers of prospective mothers; second, as a result of im- 
proved economic conditions in the United States, a 
larger proportion of the population has been able to 
afford hospital services; and, finally, this trend has been 
accelerated by the rapid development of hospital and 
medical insurance plans. Fortunately, increased hospi- 
tal births have helped to reduce maternal and infant 
mortality. It appears likely that this trend will continue 
as more hospitals in this country make adequate pro- 
visions for specialized medical and nursing care for new- 
born babies. 


HOW TO WRITE YOUR CONGRESSMAN 


Members of the medical profession have had com- 
pelling reasons in recent years to take special interest 
in their congressmen. At this time there appear to be 
few topics of more interest than the health of the popula- 
tion. This subject certainly has made taxes and defense, 
for example, items of conversation and congressional 
study of almost secondary political importance. In other 
words, health is news today, and it also is political fodder 
for any campaign. 
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Physicians throughout the nation from time to time 
should express themselves on matters that concern them 
and their patients. The physician always must keep in 
mind the best interests of his patient. As a practitioner 
he has a right also to demand things that best enable him 
to practice the type of medicine for which he has trained 
and devoted himself; and, as a citizen, he can and should 
demand what he thinks is best for his country. 

The Hoover Report Division of the Taxpayers’ Fed- 
eration of Illinois (an Affiliate of National Citizens Com- 
mittee for the Hoover Report) has issued a small pam- 
phlet in which are suggested certain rules for writing your 
congressman if the letters are to have the most effect: 1. 
Write on a specific issue or principle and do not try to 
cover more than one in a letter. 2. Be brief. Tell your 
point of view and your reasons. 3. Do not follow a form 
letter. Give your own ideas in your own way. It is the 
straightforward, sincere letter that commands attention. 
4. Be friendly and courteous. Do not be abusive. 5. Do 
notQise carbon copies. Write to each one individually. 6. 
Write a “thank you” note when one of these men does 
something you like. They are often criticized, seldom 
praised. 7. Be sure to sign your letter legibly and give 
your address. 

As is aptly stated in this pamphlet, “You elect these 
men to represent you, but they can’t represent you un- 
less you tell them what you want. If you remain silent, 
don't blame your legislator for voting contrary to your 
wishes. Blame yourself.” 


FEDERAL MEDICAL SPENDING 


In this issue (page 1023) is the third annual report 
on federal health spending prepared by the Washington 
Office of the American Medical Association. The report 
lists the appropriations for federal medical spending for 
this year and last year, plus funds carried over, and 
gives a breakdown of the expenditures based on esti- 
mates furnished by the various departments. Some 20 
Federal departments, agencies, and commissions have 
budgets for medical spending amounting to a total for 
the fiscal year ending June 30, 1956, of more than 2.2 
billion dollars, a new high, and an increase of 6.4% 
over last year. This total is about 15 times the amount 
needed to maintain Congress and the federal courts and 
four times more than is spent by either the Labor De- 
partment or the Post Office Department. The Depart- 
ment of Health, Education, and Welfare budget shows 
a 32% increase over last year, a new high, with a total 
of more than one-half billion dollars. Only two other 
federal agencies, the Veterans Administration and the 
Defense Department, have budgets for medical spend- 
ing of over the one-half billion dollar figure. 


1. Hospital Service in the United States, report of the Council on 
Medical Education and Hospitals of the American Medical Association, 
J. A. M. A. 152: 143-163 (May 9) 1953. 

2. Statistical Bulletin, Metropolitan Life Insurance Co. 36:8 (Aug.) 
1955. 
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ORGANIZATION SECTION 


RESOLUTIONS TO BE INTRODUCED 
AT BOSTON MEETING 


The Secretary of the Association has been informed 
that ‘he following resolutions will be introduced in the 
House of Delegates at its sessions to be held in Boston 
Nov. 29-Dec. 2, 1955, by delegates from Arkansas, 
No. 1; Texas, Nos. 2-5; the Section on Preventive and 
Industrial Medicine and Public Health, No. 6; and 
Massachusetts, No. 7. 


RESOLUTION NO. 1 ON WOMAN'S AUXILIARY SUPPORT 
OF A.M.E. F. 

Wuereas, The American Medical Association established in 
1950 the American Medical Education Foundation, “to provide 
an instrument through which individual physicians, state and 
county medical societies, and other professional organizations 
can make contributions in support of medical education”; and 

WHEREAS, The Woman's Auxiliary to the American Medical 
Association has made contributions to this Foundation annually 
since 1951, showing an increasing interest in its success; there- 
fore be it 

Resolved, That the House of Delegates of the American 
Medical Association requests the Woman's Auxiliary to continue 
its efforts in raising funds for medical education by urging each 
of its constituent auxiliaries to participate actively in financial 
support of the American Medical Education Foundation. 


RESOLUTION NO. 2 ON DISTRIBUTION OF SALK 
POLIOMYELITIS VACCINE 


Wuereas, Dr. Jonas Salk has accomplished for the National 
Foundation for Infantile Paralysis one of its major purposes, 
namely the development to a commercial state of an apparently 
effective vaccine against poliomyelitis; and 

WHEREAS, Further research by him and other investigators 
gives promise of improvement of poliomyelitis immunization 
with consequent continued need of supporting funds: and 

WHEREAS, The National Foundation for Infantile Paralysis 
has stated its intention to be out of the business of purchasing 
and supplying pelicmyelitis vaccine by Oct. 1, 1955; now there- 
fore be it. 

Resolved, That we, the members of the American medical 
profession, do heartily approve the publicly expressed policy of 
the National Foundation for Infantile Paralysis to return to, and 
maintain, its Original policy of devoting its funds to proper re- 
search and to assisiance in the actual care of patients disabled 
by poliomyelitis; and be it further 

Resolved, That the House of Delegates of the American 
Medical Association go on record as recommending that the 
further purchase and distribution of Salk vaccine be carried on 
by the presently available commercial avenues used for other 
immunizing agents. 


RESOLUTION NO. 3 ON AMENDMENT OF CONSTITUTION OF 
UNITED STATES REGARDING ELECTORAL COLLEGE 


Wuereas, The conditions existing at the time of the found- 
ing of the United States of America now have changed very 
materially, making obsolete the original concept by which the 
Electoral College would theoretically and impartially select the 
most able men of the country for President and Vice-President; 
and 


Wuereas, This cbsolete machinery gives Opportunity for 
states of dense population to exercise undue influence in the 
election of President and Vice-President; and 

WHEREAS, S. Res. 3, the so-called Mundt-Coudert amendment, 
now pending before Congress, would in a simple manner do 
much toward correcting the inequities mentioned by providing 
for a direct district election of electors; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association strongly urge on the Senate, the House of 
Representatives, and the individual states the favorable con- 
sideration and approval of said Mundt-Coudert amendment. 


RESOLUTION NO. 4 ON “DOCTOR-DRAFTI” LAW 


Wuereas, In spite of the feeling of the medical profession 
that no further drafting of physicians as a class into the military 
Services Was justifiable on the basis of exigency, the President 
and Congress did extend this legislation for two years; and 

Wuereas, Such legislation is strictly class legislation and 
therefore discriminatory and unconstitutional; now therefore 
be it 

Resolved, That the Board of Trustees of the American Medical 
Association be requested and empowered to prepare and finan- 
cially support a test case of the present “Doctor-Draft” law 
through the federal courts to and including the Supreme Court 
of the United States, for the purpose of securing a direct, final, 
and clear judicial opinion on the constitutionality of the said 
“Doctor-Draft” law. 


RESOLUTION NO. 5 ON SEARS-ROEBUCK FOUNDATION PLAN 
FOR MEDICAL PRACTICE UNITS 


Wuereas, The Sears-Roebuck Foundation, in cooperation 
with the American Medical Association, has established a new 
plan to assist in establishing medical practice units in areas 
where additional medical care is needed and for physicians who 
are unable to secure bankable commercial loans elsewhere; and 

WHEREAS, The medical profession for many years has directed 
much research and planning aimed at providing the best possible 
distribution of medical facilities throughout the United States; 
and 

WuHerEAS, One of the obstacles encountered in the establish- 
ment of practices in small cities and towns or rural areas has 
often been the physician’s inability to finance the increasing 
expense of his office and equipment; and 

Wuereas, The Sears-Roebuck Foundation in providing an 
interest-free loan fund properly administered provides one 
avenue to meet this problem of financing; and 

WHEREAS, The Sears-Roebuck Foundation has sought and 
received the assistance of medical leadership in designating areas 
of need in determining proper loans; and 

WHEREAS, The House of Delegates of the American Medical 
Association desires to commend Sears-Roebuck on the splendid 
cooperation offered the medical profession through the planning 
and establishment of this foundation and this special project: and 

WuHerEAS, It is the belief that the example set by the Sears- 
Reebuck Foundation is a worthwhile pattern that other business 
and indusirial leaders may follow in assisting in an over-all effort 
to provide the best medical care in the world to the entire 
population of our nation; now therefore be it 


Resolved, That the House of Delegates of the American 
Medical Association go on record as commending this fine 
business organization for thoughtfulness and foresight in creating 
and sponsoring this worthwhile project; and be it further 

Resolved, That copies of this resolution be sent to the proper 
officials of Sears-Roebuck and the Sears-Roebuck Foundation. 
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RESOLUTION NO. 6 ON CHANGING NAME OF SECTION ON 
PREVENTIVE AND INDUSTRIAL MEDICINE 
AND PUBLIC HEALTH 

WHEREAS, The name of the Section on Preventive and Indus- 
trial Medicine and Public Health is long and unwieldy; and 

WHEREAS, The specialty of preventive medicine is now recog- 
nized to include the disciplines of public health, aviation medi- 
cine and occupational medicine; and 

WHEREAS, The American Board of Preventive Medicine, ap- 
proved by the Council on Medical Education and Hospitals, now 
certifies and recognizes specialists in these three fields; and 

WHEREAS, The prevention of disease is the fundamental and 
essential philosophy of these groups; therefore be it 

Resolved, That the Section on Preventive and Industrial 
Medicine and Public Health respectfully request that the House 
of Delegates of the American Medical Association change the 
name of the Section to the Section on Preventive Medicine. 


RESOLUTION NO. 7 ON AMENDMENT OF PRINCIPLES OF 
MEDICAL ETHICS, CHAPTER IV, SECTION 1 
WHEREAS, Some physicians have abused the Principles of 


Medical Ethics by claiming insurance money for the care of 
their own families; and 


Wuereas, Chapter IV, Section 1, of the Principles of Medical 
Ethics of the American Medical Association reads: 


As a general rule, a physician should not attempt to treat members 
of his family or himself. Consequently, a physician should cheerfully and 
without recompense give his professional services to physicians or their 
dependents if they are in his vicinity; and 


WueREAS, Physicians are called on to care for physicians or 
their families who may come from the vicinity or from a distance 
for consultation, and as insurance to pay for professional medical 
services may be available as recompense; therefore be it 

Resolved, To amend Chapter LV, Section 1, of the Principles 
of Medical Ethics to delete the words “consequently,” “and with- 
out recompense,” and “if they are in his vicinity” so that the 
section shall read as follows: 


As a general rule, a physician should not attempt to treat members 
of his family or himself. A physician should cheerfully give his profes- 
sional services to other physicians or their dependents. 


FEDERAL MEDICAL SPENDING FOR 
FISCAL YEAR ENDING JUNE 30, 1956 


This is the third annual report on federal health spend- 
ing prepared by the Washington Office of the American 
Medical Association. It is a factual study based on 
budgets, appropriation bills, and information obtained 
directly from government agencies and departments. The 
report shows that this year the Department of Health, 
Education, and Welfare, with almost a one-third in- 
crease, reaches a new high mark in spending for health 
and medical programs—more than half a billion dollars. 
Only two other agencies’ medical spending is over the 
half-billion figure, the Defense Department and the 
Veterans Administration. 

Compared with last year, HEW is spending 32% 
more in the health fields. The increase—$127,754,900 
—is explained largely by sharp boosts in funds for Hill- 
Burton hospital construction, for vocational rehabilita- 
tion, for medical research, and for the medical care of 
the indigent, and by a 30 million dollar appropriation 
to purchase Salk vaccine and finance inoculation cam- 
paigns. 

Total federal health spending also will reach a new 
high of over 2.2 billion dollars during the current fiscal 
year, about $2,268,800,000, a 6.4% increase over last 
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year. Even in a national budget well up in the billions, 
this figure for federal medical-health spending is not 
inconsequential. It is about 15 times the amount needed 
to maintain Congress and the federal courts, 14 times the 
total budget of the State Department, and four times 
more than is spent by either the Labor Department or 
the Post Office Department. Expressed another way, 
Uncle Sam puts up $15 of every $100 spent by the 
American people (publicly or privately) for health and 
medical purposes, from purchase of toothpaste to fi- 
nancing cancer research. 

In this special report are listed first the actual ap- 
propriations for this year and last year, plus funds car- 
ried over, then follows a breakdown based on estimates 
furnished by the various departments. 


MEDICAL-HEALTH BUDGETS OF FEDERAL 
DEPARTMENTS, AGENCIES, AND COM- 
MISSIONS FOR THIS FISCAL YEAR 


Summary of Budgets 


Agency Fiscal 1956 Fiscal 1955 
Department of Defense....... $818,104,500  $844,087,500 
Veterans Administration ...... 790,185,800 754,819,344 
Department of Health, Educa- 

tion, and Welfare.......... 526,935,400 399,180,500 
Federal Civil Defense Adminis- 

Atomic Energy Commission. . . 27,700,000 26,800,000 
International Cooperation Ad- 

Department of State.......... 13,669,790 12,607,667 
Department of Labor......... 7,336,000 7,171,857 
Federal Employees Health Pro- 

Department of Interior........ 5,770,000 5,837,909 
Panama Canal Zone.......... 5,702,900 5,800,503 
National Science Foundation. .. 5,000,000 3,600,000 
Department of Treasury....... 2,990,000 2,770,000 
Department of Justice........ 1,470,000 1,277,362 
Federal Trade Commission... . 1,000,000 1,000,000 
Civil Service Commission..... 382,600 350,000 
Department of Commerce..... 277,586 299,733 
National Advisory Committee to 

Selective Service .......... 180,000 147,444 
President’s Committee for 

130,000 87,653 
Health Resources Advisory 

$2,268.826,576 $2,131,820,372 


DEPARIMENI OF DEFENSE 
(This Year: $818,104,500—Last Year: $844.087,500) 
Services * $300,000,000 


(Last year: $325,000,000) 

The decrease of $25,000,000 (approximately 8°) in Army 

medical spending for the current fiscal year is attributed to a 

projected cut of 4,500 medical personnel, both civilian and mili- 

tary. The totals include estimated operating and construction 
costs for all three services. 


Air Force Medical Services *.........cccceee: $286,000,000 


(Last year: $280,000,000) 


* Because the Defense Department’s accounting system does not isolate 
medical from other spending, this total is a combination of: (a) actual 
planned spending in a few identifiable categories, like civilian salaries, 
supplies, and equipment, and (+) Department’s estimate of the remaining 
costs. Missing from this estimate is a breakdown showing spending for 
such services as preventive medicine, education, and training. This break- 
down was available to us last year only because the Department, at the 
request of the Hoover commission, made a special study of its budget, 
out of which came the separate totals. 
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The Air Force expects to spend about $6,090,000 (approxi- 
mately 2°) more this year, mostly to support a planned increase 
of 929 civilian and military medical personnel. 


(Last year: $239,000,000) 


The Navy expects to spend about $7,000,000 (or 3%) less than 
last year because of a 1,200 reduction in medical personnel. 
Office, Assistant Secretary of Defense 


(Health & Medical).......... $104,500 
(Last year: $ 87,500) 


For salaries, travel, and administration of this office, and for 
travel expenses and consultant fees for the Defense Department 
Civilian Health and Medical Advisory Council. 

VETERANS ADMINISTRATION 
(This Year: $790,185,800—Last Year: $754,819,344) 
Inpatient Care in VA Hospitals............... $615,869,000 


(Last year: $567,974,991) 


The VA’s largest single medical appropriation covers inpatient 
care in 173 VA hospitals and provides for an average of 120,873 
beds a day. At present VA reports daily patient load at 106,682, 
which is just under 90° of capacity. The appropriation includes 
salaries of physicians and other personnel, medical rehabilita- 
tion of veterans, dietetic and nursing services, social services, 
and special services, such as recreation and transportation of 
veterans. 


(Last year: $83,130,222) 


The bulk of this appropriation (about $66,509,000) is for 
outpatient care in 99 VA clinics. Of the remainder, $7,861,000 
is earmarked for fees to physicians and $11,100,000 for dentists 
under the home town care program. 


Modernization and Replacement Construction. .. .$30,000,000 


(Last year: $47,000,000) 


This amount is for work on existing units costing over 
$250,000 a project and equipment for new units. The money 
is available until expended. It includes $2,900,000 for technical 
services in rehabilitating the Downey (IIl.) Hospital. (See Major 
Alterations, Improvements item for smaller projects.) 


(Last year: $22,279,217) 
Domiciliary care is being provided in 17 VA facilities for 
about 17,000 veterans who, while incapacitated for employ- 
ment, are not in need of full hospital care. The VA also makes 
payments to 32 state homes in 28 states with a daily patient load 
of around 8,700. Payments this fiscal year are estimated at 
$5,569,000 (under Public Law 613, 83rd Congress, federal con- 
tributions to these homes were raised from a maximum of $500 
to $700 a year per patient). 


(Last year: $15,239,143) 


This appropriation finances an average daily patient load of 
3,900 veterans in federal hospitals other than VA and in state 
and municipal hospitals. Patients in federal non-VA_ hospitals 
are estimated at 1,445 and in nonfederal hospitals 2,455, Psy- 
chotic cases make up the largest single category of contract cases. 


Medical Administration and Miscellaneous 


(Last year: $7,191,771) 


J.A.M.A., Nov. 5, 1955 


To operate the VA Department of Medicine and Surgery in 
the Washington central office and the seven area medical offices; 
included are salaries, travel, and like expenses, 


(Last year: $5,560,000) 


For research, mostly in VA hospitals. The breakdown: gen- 
eral medical and surgical, $2,809,700; atomic medical research, 
$1,741,000; prostheses testing, $989,600; neuropsychiatric, 
$503,000; tuberculosis, $262,200; other, $76,100. 


Major Alterations, Improvements, and Repairs... .$3,900,000 


(Last year: $3,480,000) 


For alterations, improvements, and repairs to VA clinics and 
domiciliaries (costing less than $250,000 per project). 


Supply Depot Operations $1,642,200 


(Last year: $1,654,000) 

For maintaining and operating supply depots handling the 

purchase, shipping, and storage of supplies and equipment used 
by the Department of Medicine and Surgery. 

Medical Education and Training..............0.. $1,200,000 


(Last year: $1,310,000) 
For VA training programs for physicians and other VA per- 
sonnel, in medical specialties and auxiliary services. 
DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
(This Year: $526,975,400—Last Year: $399,180,500) 
Division of Hospital $112,250,000 


(Last year: $ 97,445,000) 


This division supervises both the regular and expanded Hill- 
Burton hospital clinic programs. The total appropriation is 
divided into the following four categories: 


Hill-Burton Hospitals (Regular Program)........ $88,800,000 


(Last year: $75,000,000) 


This appropriation, allotted to the states on the basis of popu- 
lation and per capita income, assists in the financing of new 
hospitals and related health facilities constructed under the regu- 
lar Hill-Burton program. Since its initiation in 1946, federal funds 
have partially financed approximately 2,515 projects totaling 
nearly 119,000 hospital beds, and almost 550 public health 
centers. The federal share ranges from one-third to two-thirds of 
the total cost of the project, determined by the state and indirectly 
by the per capita wealth of each state. 


Research (Regular $1,200,000 


(New category) 

Authorized in 1949 but not appropriated until this year was 

this item for research, experiments, and demonstrations on 

utilization of hospital services, facilities, and resources. The bulk 

of the money is earmarked as grants to states, universities and 

hospitals, and a smaller amount for direct research by Public 
Health Service. 


Medical Facilities (New Program).............. $21,000,000 


(Last year: $21,000,000) 
The total allotted to the states on the population-per capita 
income formula will assist in the financing of new construction 
under the 1954 amendments in four categories as follows: 
$6,500,000 for hospitals for the chronically ill and impaired; 
$6,500,000 for diagnostic centers, or diagnostic and treatment 
centers; $4,000,000 for nursing homes; and $4,000,000 for re- 
habilitation facilities. As under the original program, the federal 
share may range from one-third to two-thirds of the total proj- 
ect cost. To aid states in surveying their needs there still remains 
available about $1,655,000 of the $2,000,000 voted last year. 
To date 35 states have received a total of $345,000 in survey 
money. 
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Hospital Construction Administrative Expenses. .. . $1,250,000 


(Last year: $1,100,000) 


This appropriation is used for salaries and expenses for the 
hospital survey and construction program for Washington, D. C., 
and nine regional offices at the federal level. 


National Institutes of Health................... $97,823,000 


(Last year: $81,267,500) 
The total for the Institutes is apportioned as follows: 


National Cancer fnstitute.... $24,828,000 


(Last year: $21,737,000) 


Abcut two-thirds of this appropriation is earmarked for 
grants to individual investigators and private institutions. States 
receive $2,250,000 for cancer control work. The balance is used 
for direct operations, salaries, supplies, and for this institute's 
share in the cost of operating the Bethesda (Md.) Clinical Center 
and related auxiliary services. 


(Last year: $16,668,000) 


Grants to individual investigators and public and private in- 
stitutions take about two-thirds of the appropriation. The sum 
of $1,125,000 is allocated to states engaging in programs of 
heart disease control. The remainder supports direct Operations, 
such as salaries, supplies, and support of the Clinical Center. 


$18,001,000 


(Last year: $14,147,509) 

Approximately 60% of this appropriation is apportioned 
through grants to individual investigators and public and private 
institutions. The sum of $3,000,000 is allocated to the states for 
community mental health services. The remainder will support 
direct Operations, such as salaries, expenses and share of operat- 
ing the Clinical Center and related auxiliary research services. 


Institute of Arthritis and Metabolic Diseases... .. $10,740,000 


(Last year: $ 8,270,000) 

Grants to public and private investigators total $5,910,000. 

The remainder will support direct Operations, such as salaries, 
supplies, and Clinical Center support. 


Institute for Neurological Diseases and Blindness. . $9,861,000 


(Last year: $7,600,000) 

Grants to public and private investigators and institutions 

total $6,300,000 or two-thirds. The remainder supports direct 

operations, such as salaries and supplies and supports the Clini- 
cal Center operating costs. 


Microbiological Institute ................. $7,580,000 


(Last year: $6,180,000) 
Research grants to public and private investigators amount 

to the same as last year: $2,227,000. The remainder partly 

finances direct research and other related services of the Insti- 

tute, as well as poliomyelitis and other biologics control activities 

of the newly created division of biologics standards. 

National Institutes of Health—General Funds..... $5,899,000 


(Last year: $4,675,000) 

These funds are administered by the division of research grants 

of the National Institutes of Health, with approximately 90% 

being expended in grants. The balance goes toward supporting 
fellowships and administrative expenses relating to grants. 


$2,136,000 


(Last year: $1,990,000) 

This appropriation is divided as follows: (a) for research and 
fellowships, $521,000; (4) direct research at Bethesda, $764,000; 
(c) review and approval of research grants and tellowships, 
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$12,000; (d) administration, $69,000; (e) technical assistance to 
states, $660,000; and (f) coordination and development of dental 
resources, $110,000. 


Bureau of Public Assistance (Medical and Health Payments) 


(Last year: $85,000,000) 

An estimated $265,000,000 of federal, state and local funds 

is expected to be paid for medical and health needs of public 

assistance recipients this fiscal year. The U. S. share of this total 
is an estimated $90,000,000. 


Indian Health Activities...” $38,840,000 


(New category) 
Under Public Law 568 (83rd Congress), the PHS has assumed 
responsibility for health of American Indians and natives of 
Alaska, which formerly was a function of Interior Department. 
The total is broken down as follows: hospital care in Indian 
hospitals, $19,090,000; contract patient care, $8,113,000; field 
health services, $4,490,000; program direction and management 
services, $1,897,000; survey of needs, $250,000; construction of 
hospitals, clinics, and quarters, $5,000,009. 


Office of Vocational Rehabilitation. ............ $36,825,000 


(Last year: $28,735,000) 


Under the expanded vocational rehabilitation act (Public Law 
56S, 83rd Congress) Congress this year voted $33,750,000 for 
grants to states. This is divided as follows: (a) support of basic 
rehabilitation services including medical examinations, surgical 
and therapeutic treatment, hospitalization, prostheses, occupa- 
tional tools and aids, vending stands, rehabilitation facilities, 
vocational training, and funds for maintenance (based on per 
capita income and populations as in Hill-Burton) $30,000,000; 
(/) extension and improvement of state programs, $1,500,000; 
(c) special projects (2-1 federal-state matching), $2,250,000. In 
addition, $2,075,000 is available for training of rehabilitation 
personnel, including physicians, therapists, psychologists, coun- 
selors, and medical and psychiatric social workers ($500,000 of 
Which is on a 2-1 federal-state matching basis and $400,000 on 
no prescribed matching basis), and $1,000,000 for federal ad- 
ministrative costs. 


Hospitals and Medical Care. $34,326,000 


(Last year: $33,000,000) 


These funds are used for operational cost and maintenance 
of PHS hospitals and health services in caring for American 
seamen, Coast Guard and Public Health Service personnel and 
their dependents, federal employees injured at work, patients 
wiih leprosy, and narcotic addicts: includes studies in the de- 
velopment and coordination of nursing resources. It also includes 
$1,000,000 for grants to Hawaii for care of patients suffering 
from leprosy. 


(Last year: $31,600,000) 


Operating under the Social Security Administration, the Chil- 
dren’s Bureau adminisiers grants to states for maternal and 
child health and crippled children’s and child welfare services. 
This year grant money totals $34,156,000 divided as follows: 
$11,927,700 for maternal and child health work, with the states 
required to spend 50 cents for each federal dollar; $15,000,000 
for crippled children’s services, same matching requirement; and 
$7,228,900 for child welfare services, where the only matching 
requirement is that states must supply some money. In addition 
the Children’s Bureau has $1,640,000 to finance investigating 
and reporting activities and to administer the grants. 


Poliomyelitis Vaccine Program..... $30,000,000 


(New category) 

Under Public Law 377, approved by Congress this year, a 
total of $30,000,000 is available to states on an outright grants 
basis for helping set up programs for vaccination of children 


59 
5 


1026 ORGANIZATION SECTION 


under 20 and pregnant women against poliomyelitis. The sum 
of $25,000,000 is earmarked for purchase of vaccine and 
$5,000,000 for planning and conducting vaccination services or 
for buying vaccine. 


Assistance to $18,160,000 


(Last year: $13,000,000) 


Grants totaling $14,225,000 will be available for apportion- 
ment to the states in support of state and local general public 
health activities. Of this total, $4,500,000 is for assistance to 
states in administering poliomyelitis vaccine programs. These 
grants must be matched one state dollar for every two federal 
dollars. An additional $3,935,000 supports direct activities of 
the U. S. Public Health Service in providing technical assistance, 
consulting services to states, expenses of the National Office of 
Vital Statistics, international health activities, demonstrations, 
training activities, and operational expenses. 


Food and Drug Administration...... 


(Last year: $5,202,000) 

For administering the Federal Food, Drug, and Cosmetic Act, 

Congress voted $6,266,000, including a $309,000 item for polic- 

ing the distribution of the Salk poliomyelitis vaccine during this 
fiscal year. 


(Last year: $6,000,000) 

Grants to states for diagnostic and treatment clinics, mass 

case-finding, and follow-up services account for $4,500,000, all 

of which has to be matched equally by the states. The remainder, 
$1,500,000, finances PHS aid programs not itemized below. 

Communicable Disease $5,250,000 


(Last year: $4,300,000) 


The entire appropriation is used for direct activity of the 
PHS Communicable Disease Center at Atlanta, Ga., and its 
affiliated operations, including $850,000 for work in poliomy- 
elitis. It carries on studies in epidemiology, furnishes laboratory 
diagnostic services, and sponsors special projects to assist states, 
Engineering, Sanitation, and Industrial Hygiene... . $4,690,000 

(Last year: $3,565,000) 

Four programs are supported by this appropriation: (a) water 
supply and water pollution control through several river basin 
offices that work with state and interstate agency officials, 
$1,160,500; (b) study of effect of radioactive substances on in- 
dividuals partially in cooperation with the Atomic Energy Com- 
mission, $275,000; (c) general sanitation, consultant services 
with states on milk and restaurant inspection, garbage disposal, 
food handling by interstate carriers, etc., $799,000; and (d) en- 
vironmental research activities of Cincinnati office including air 
pollution work, $2,373,000. Another $82,500 is for administra- 
tion. 


Venereal Disease Control................. $3,500,000 


(Last year: $3,000,000) 

Of the total, $1,200,000 goes for direct grants to states for 

venereal disease detection, treatment and control on a special 

need basis. Of the remainder, $2,300,000 is spent to finance 

technical assistance to the states, mostly to pay federal em- 
ployees assigned to state health departments. 


Foreign Quarantine Service... $3,000,000 


(Last year: $2,900,000) 

This service operates approximately 250 medical quarantine 

stations on borders of the United States. It also operates approxi- 

mately 25 medical examination stations on foreign soil for the 

examination of aliens seeking visas to enter the United States. 

Inspections are made of all seagoing vessels and aircraft enter- 
ing the United States. 


Office of the Surgeon General........... $2,762,000 


(Last year: $2,780,000) 


J.A.M.A., Nov. 5, 1955 


For administrative expenses of this office, including all house- 
keeping services, evaluation of public health needs, and per- 
sonnel training. 

Alaska—Disease and Sanitation Investigations 


(Last year: $1,125,000) 

This appropriation will be divided as follows: $638,000 for 

grants to the territory for public health services and the re- 

mainder for research activities of the Arctic Health Research 
Center at Anchorage. 


Reimbursable Health Program for Other 
Governmental Agencies ..... $321,800 


(Last year: $261,000) 

This represents the cost of services expected to be advanced 
by Public Health Service to other governmental agencies for 
establishing and operating on-the-job clinics. As a total, however, 
it is misleading, as a substantial number of government agencies 
carry on their own health programs independent of the PHS. 
The PHS deals largely with Washington personnel, whereas 
90% of the government’s employees are located outside of 
Washington. 

FEDERAL CIVIL DEFENSE ADMINISTRATION 
(This Year: $30,450,000—Last Year: $28,755,000) 

Out of a FCDA budget of $56,350,000, the agency plans to 
spend the following: $28,500,000 for medical supplies and 
equipment wholly owned by the federal government, $1,700,000 
for matching funds to the states to help them in medical supply 
stockpiling, and $250,000 for administering the two programs. 


ATOMIC ENERGY COMMISSION 
(This Year: $27,700,000—Last Year: $26,800,000) 

The Atomic Energy Commission’s appropriation for this year 
is $1,511,000,000. Out of this total, $27,700,000 is available 
to the division of biology and medicine for research projects. 
They include cancer, $2,651,000; other medical $8,629,000: 
biological, $9,839,000; biophysical, $5,307,000. Vocational and 
special training accounts for $474,000 and radioisotope distri- 
bution $800,000. 


INTERNATIONAL COOPERATION ADMINISTRATION 
(This Year: $25,441,000—Last Year: $31,137,900) 
Technical Assistance $20,141,000 


(Last year: $16,925,900) 


Under the International Cooperation Administration, U. S. 
funds are given underdeveloped countries for training and dem- 
onstration aimed at eventually setting up national and local 
health services. The recipient nations, in turn, make varying 
contributions in cash, facilities, and services. The U. S. total is 
broken down as follows: Near East, Africa, and South Asia 
(15 countries), $5,211,000; Far East and Pacific (8 countries), 
$9,196,000; Latin America (22 countries), $5,734,000. 


Development Assistance Program.............. $ 5,300,000 


(Last year: $14,212,000) 

For emergency health programs, principally malaria control, 

the ICA has earmarked $4,000,000 for the Far East, $800,000 

for Latin America and $500,000 for the Near East, South Asia, 
and Africa. 

DEPARTMENT OF STATE 
(This Year: $13,669,790—Last Year: $12,607,667) 
United Nations Children’s Fund................. $9,000,000 


(Last year: $8,300,000) 

The U. S. share of the fund, formerly known as the Inter- 
national Children’s Emergency Fund, is $9,000,000, or about 
60° of anticipated contributions coming from some 65 coun- 
tries. The fund in 1954 treated 1,500,000 children for yaws and 
vaccinated 13,000,000 against tuberculosis. Currently the fund 
is aiding about 250 health and medical projects for children in 
2 countries and territories. 


| 
V 
195: 


Vol. 159, No. 10 


World Health Organization........ $3,349,790 


(Last year: $2,987,667) 


For the first time since 1950, U. S. share of WHO’s total 
budget has gone above $3,000,000. Late in the first session of 
the 84th Congress, the Mutual Security Act was amended to 
remove the statutory ceiling of $3,000,000. Congress at the same 
time served notice that after calendar year 1958, the U. S. share 
cannot exceed one-third of the total assessments of active mem- 
ber countries. Currently U. S. is assessed one-third of all mem- 
ber nations, including nine Iron Curtain countries that make no 
contributions. WHO’s membership now totals 85 countries, and 
Jast year the agency was sponsoring 329 health projects in 76 
countries and territories. About 72% of the WHO budget is for 
operating programs, 10° for administration and salaries and 
the remainder for such items as expenses for holding meetings 
and to compensate for nonpayment by inactive countries. 

Pan American Sanitary Bureau.................. $1,320,000 


(Last year: $1,320,000) 

The Pan American Sanitary Bureau is the regional operating 

agency for WHO and currently is sponsoring health programs 

in 21 Latin American countries and the United States. The 
U. S. share is two-thirds of the bureau’s $2,100,000 budget. 


DEPARTMENT OF LABOR 
(This Year: $7,336,000—Last Year: $7,171,857) 
Bureau of Employees’ Compensation........ $6,800,000 


(Last year: $6,720,151) 


Under the Federal Employees’ Compensation Act, approxi- 
mately 2,300,000 federal workers are eligible for payments for 
medical and hospital care, rehabilitation services, disability and 
death, and funeral and burial expenses. The Department has set 
aside $4,100,000 for treatment of employees by private physi- 
cians and hospitalization in private facilities, and another 
$2,700,000 for services in federal hospitals and clinics. 


(Last year: $451,706) 


The Bureau expects to spend about $400,000 for promotion 
of industrial safety and $136,000 for reemployment programs 
of the physically handicapped. The bureau develops standards 
for hazardous occupation, assists the states in accident preven- 
tion programs, and trains personnel for administration of such 
programs. 

FEDERAL EMPLOYEES HEALTH PROGRAM 
(This Year: approx. $6,000,000—Last Year: about $6,000,000) 

Health clinics providing limited health services to federal 
workers are operated by agencies employing 300 or more per- 
sons in any one concentrated area. The program is desigred to 
minimize illness and assist workers in remaining on the job. 
Maximum cost of a health service cannot exceed $11 a year 
per employee to be served, unless special industrial conditions 
or minimal size unit warrants a higher rate. Health services 
include treatment of on-the-job illnesses by a physician or nurse, 
preemployment and fitness-for-duty examinations, and treat- 
ment for illnesses or conditions for which a worker is under 
the care of a private physician who, in turn, requests that treat- 
ment be at the federal clinic. 


DEPARTMENT OF THE INTERIOR 
(This Year: $5,770,000—Last Year: $5,837,909) 
$5,000,000 


(Last year: $5,035,189) 


For preventive health and safety in the mines, the bureau 
expects to spend its $5,000,000 as follows: $3,645,000 for mine 
inspection and investigations; $850,000 for investigations of acci- 
dents and rescue work; $505,000 for explosives testing and re- 
search. 


$770,000 


(Last year: $802,720) 


ORGANIZATION SECTION 1027 


For contract hospitalization at Morningside Hospital, Port- 
land, Ore., of Alaskans judged insane. 


PANAMA CANAL ZONE 
(This Year: $5,702,900—Last Year: $5,800,503) 

For hospitalization and medical treatment of Panama Canal 
Zone government workers, their families and other residents of 
the zone, a total of $5,185,300 is scheduled for spending this 
year. Another $517,600 is earmarked for public health activities, 
including sanitation and the health director's office. The zone 
maintains four hospitals with a bed capacity of 1,287, as well 
as two district clinics and seven first-aid stations. 


NATIONAL SCIENCE FOUNDATION 
(This Year: $5,000,000—Last Year: $3,600,000) 

Out of a total appropriation of $16,000,000, an estimated 
$5,000,000 is available for research grants in the biological and 
medical sciences. The foundation initiates and supports basic 
scientific research, evaluates research of government agencies, 
and correlates research programs of other agencies. Adminis- 
trative costs are handled by a separate appropriation. 


DEPARTMENT OF TREASURY 
(This Year: $2,990,000—Last Year: $2,770,000) 

The Bureau of Narcotics is charged by Congress with enforce- 
ment of the narcotic laws, including P. L. 729 (83rd Congress), 
the oral prescription law, and the suppression of illegal traffic 
in drugs. Approximately 90% of the $2,990,000 is spent for sal- 
aries of agents, staff, and other personnel. 


DEPARTMENT OF JUSTICE 
(This Year: $1,470,000—Last Year: $1,277,362) 

The Bureau of Prisons has available $1,470,000 for medical 
and dental services to approximately 20,000 prisoners in 27 fed- 
eral penal institutions. The bureau pays Public Health Service 
and private physicians for services that include psychiatric, sur- 
gical and dental treatment. Also in the total is $76,000 for fees 
to 220 part-time consultants in the various medical specialties. 


FEDERAL TRADE COMMISSION 
(This Year: about $1,000,000—Last Year: about $1,000,000) 


The Federal Trade Commission expects to spend about 
$1,000,000 for research, testing, and compliance operations in 
the field of foods, drugs, cosmetics, and devices out of total 
budget of $4,262,500. A major function of the FTC is the safe- 
guarding of life and health of the consuming public by pre- 
venting dissemination of false advertisements of various 
products. 

CIVIL SERVICE COMMISSION 
(This Year: about $382,600—Last Year: $350,000) 

For operating the medical division of Civil Service Commis- 
sion, including salaries of eight physicians in Washington and 
11 in regional offices. The division has three basic functions: 
(a) to set up and review from time to time the physical standards 
for all civilian job classifications in the federal government, 
with emphasis on employment of the physically handicapped, (5) 
to supervise and adjudicate all claims for civilian employee re- 
tirement based on disability (currently running at about 8,000 
cases a year) and (c) to set professional standards for employ- 
ment of physicians and ancillary personnel in all federal agencies 
except VA’s Bureau of Medicine and Surgery and commissioned 
personnel in the Armed Services and U. S, Public Health Service. 


DEPARTMENT OF COMMERCE 
(This Year: $277,586—Last Year: $299,733) 
Civil Aeronautics Administration................. $223,486 


(Last year: $256,333) 


To carry out the Civil Aeronautics Administration program 
of flight safety, $180,253 is available for salaries and admin- 
istrative expenses, and $43,233 for the CAA Medical Research 
Laboratory at Columbus, Ohio. Ten medical officers supervise 
the regular physical examinations required of both commercial 
and private pilots, with the pilots themselves paying the ex- 
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amining physicians directly. The CAA has 1,816 designated 
medical examiners in the United States and abroad for this 
work. They make approximately 175,000 examinations a year. 
Bureau Of Standards. . $54,100 
(Last year: $43,400) 
The bureau expects to spend about $450,000 in highly special- 
ized medical research and testing for different agencies of gov- 
ernment, but only $54,100 of the total will entail expenditure 
of Department of Commerce funds. In this category are projects 
on x-ray standards, radiological instrument evaluation, and 
dental materials. 


NATIONAL ADVISORY COMMITTEE TO SELECTIVE SERVICE 
(This Year: $180,000—Last Year: $147,444) 

For administration and staff salaries at headquarters of the 
National Advisory Committee to Selective Service and its 51 
state and territorial offices. The committee, headed by Dr. How- 
ard A. Rusk of New York, advises the selective service system 
on deferments of physicians in residency training, in teaching 
positions, in essential laboratory and clinical research, and those 
needed to protect civilian health. Committee members are paid 
on a per diem basis. 


PRESIDENTS COMMITTEE FOR EMPLOYMENT 
OF PHYSICALLY HANDICAPPED 
(This Year: $130,000—Last Year: $87,653) 

This total is for promotion and education programs, generally 
among employers to encourage employment of the physically 
handicapped. 

HEALTH RESOURCES ADVISORY COMMITTEE 
(This Year: about $101,000—Last Year: $90,000) 

For administration and staff salaries for the Health Resources 
Advisory Committee. The committee, which has the same mem- 
bership as the Selective Service Advisory Committee, is charged 
with advising the director of the Office of Defense Mobilization 


on medical manpower and blood problems. Committee members 
are paid a per diem rate. 


ANNUAL MEETING AT CHICAGO, 
JUNE 11-15, 1956 


The Section secretaries of the American Medical Asso- 
ciation met in Chicago recently with the Council on 
Scientific Assembly and made plans for the program of 
the Annual Meeting. The meeting will open Monday 
morning, June 11, with exhibits, motion pictures, tele- 
vision, and general lectures. Section meetings will be held 
Tuesday, Wednesday, and Thursday, June 12 to 14, while 
a program of special interest is being arranged for Friday 
morning. All activities will cease at noon on Friday, 
June 15. 

The lecture program for each Section is in charge of 
the Section Secretary, with whom the prospective partici- 
pant should correspond. The deadline for the submission 
of requests for Section papers is Dec. 15, 1955. Appli- 
cants for space in the Scientific Exhibit must submit their 
applications before Jan. 9, 1956, to the Section Repre- 
sentatives to the Scientific Exhibit or directly to the 
Council on Scientific Assembly at the A. M. A. head- 
quarters. It is urged that applications be sent in as early 
as possible before the closing date. 

Additional information concerning the scientific pro- 
gram may be obtained from the Secretary, Council on 
Scientific Assembly, American Medical Association, 535 
N. Dearborn St., Chicago 10. 


J.A.M.A., Nov. 5, 1955 


AWARD FOR A. M. A. ARCHIVES 
OF SURGERY 


The A. M. A. Archives of Surgery, of which Dr. 
Waltman Walters has been the Chief Editor since 1940, 
has been selected as the recipient of the Honor Award of 
the American Medical Writers’ Association for distin- 
guished service in medical journalism in 1955, This is 
presented to the journal with a subscription of over 3,000 
that is devoted to some specialty in medicine or medical 
science “for accuracy, clarity and conciseness of pub- 
lished articles, editorials and other material, and/or dis- 
tinguished and meritorious service rendered by a United 
States or Canadian medical periodical.” 

The committee for review of the journals for the award 
is composed of Morris Fishbein, M.D., Chicago, formerly 
Editor, THE JOURNAL of the American Medical Associa- 
tion, chairman; Richard M. Hewitt, M.D., Rochester, 
Minn., assistant professor of medical literature, Mayo 
Foundation; and Dean F. Smiley, M.D., Chicago, editor, 
Journal of Medical Education. Dr. Waltman Walters, as 
Chief Editor, accepted the award on behalf of the 
A. M. A. Archives of Surgery at the meeting of the 
American Medical Writers’ Association in St. Louis on 
Friday, Sept. 30. 


COUNCIL ON INDUSTRIAL HEALTH 


The following report has been approved for publica- 
tion by the Council on Industrial Health and is a re- 
vision of the Council's previous publication titled “Stand- 
ing Orders for Nurses in Industry.”’ 


CLARK D. BRIDGES, Acting Secretary. 


GUIDING PRINCIPLES AND PROCEDURES 
FOR INDUSTRIAL NURSES 


Introduction 


The purpose of a health service in industry is to pro- 
vide a program of positive health maintenance for the 
employees. This is accomplished through the applica- 
tion of preventive measures that strive to provide a safe 
and healthful work environment, medical services as re- 
quired for emergency treatment of the ill or injured, 
supervision of the health status of the individual through 


The committee in charge of the revision was composed of the following 
members: Jermyn F. McCahan, M.D., chairman of the committee, 
Division Medical Director of the Liberty Mutual Insurance Company, 
New York, representing the Committee on Interprofessional Relations, 
Council on Industrial Health; David H. Goldstein, M.D., Medical Director 
of the New York Times, New York, serving as a member-at-large; 
Bernard Hirsh, LL.B., Law Department of the American Medical Asso- 
ciation, Chicago, representing the A. M. A.; Emmett B. Lamb, M.D., 
Medical Director of the International Harvester Company, Indianapolis, 
representing the Industrial Medical Association; Katherine A. Lembright, 
R.N., Assistant Executive Secretary of the Industrial Nurses Section of 
the American Nurses’ Association, New York, representing the American 
Nurses’ Association; Arthur F.- Mangelsdorff, M.D., Assistant Medical 
Director of the American Cyanamid Company, Bound Brook, N. J., 
representing the American Academy of Occupational Medicine; Sara P. 
Wagener, R.N., Director of Nurses of the Standard Oil Company (N. J.), 
New York, representing the American Association of Industrial Nurses; 
and George F. Wilkins, M.D., Medical Director of the New England 
Telephone and Telegraph Company, Boston, serving as a member-at-large. 

Source material regarding qualifications, functions, relationships, and 
standard procedures was supplied by the American Nurses’ Association 
and the American Association of Industrial Nurses. 
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examination, counseling, and proper job placement; 
health education; observance of laws and health regu- 
lations; and similar services designed to maintain and 
improve the health and well-being of the worker. An 
effective industrial health program may require the serv- 
ices and skills of many professional people including 
the physician, nurse, industrial hygienist, sanitary en- 
gineer, safety engineer, and other specially trained per- 
sons. Working as a health team with a common objec- 
tive, these specialists are able to accomplish such posi- 
tive control over the work environment that many em- 
ployees are undoubtedly safer at work than they are off 
the job. The physician is essential to the proper conduct 
of an industrial health program, and to him belongs the 
responsibility for its over-all direction. Although he its 
the only person qualified to correlate and interpret all 
of the facts relating to the worker and his individual 
health, he must rely upon the assistance of other pro- 
fessional persons, one of the most important of whom 
is the nurse. The value of the industrial nurse in the ful- 
fillment of the objectives of an industrial health pro- 
gram is attested by the phenomenal growth of this spe- 
cialized branch of nursing. The industrial nurse serves 
as an assistant to the physician in the plant and as his 
representative when he is away from the plant. She oc- 
cupies the strategic position of a closer personal rela- 
tionship to the employees than many of her co-workers 
on the health team. To most of the employees she is often 
the only visible evidence of in-plant health and medical 
service. This is not unusual because the vast majority 
of industrial nurses are engaged in single nurse dispen- 
saries with the physician on an on-call or part-time 
basis. That this is a position of serious responsibility is 
unquestioned. The situation produces its own difficul- 
ties peculiar to industry. 

Special qualifications are desirable for industrial nurs- 
ing. The duties and relationships require careful, tactful 
discharge of nursing functions, while avoiding activities 
o: acceptance of responsibilities that encroach upon the 
practice of medicine. Therefore, this committee sets forth 
its suggestions for (1) qualifications, functions, respon- 
sibilities, and relationships of industrial nurses and (2) 
standard procedures for first aid and nursing care in 
industrial practice. The committee has given due recog- 
nition to the fact that “industrial” nursing is also prac- 
ticed in commercial establishments and in offices, as 
well as in industry. Other titles, possibly more accurately 
descriptive and appropriate in certain instances may be 
in use, such as “occupational” or “occupational health” 
nursing. For facility of expression, however, the term 
“industrial nurse” is retained in this report. Numerous 
references were consulted in the preparation of this re- 
port.' 


Qualifications, Functions, Relationships, and 
Responsibilities of Industrial Nurses 


QUALIFICATIONS 

The industrial nurse should be a graduate of an ac- 
credited school of nursing, registered, and legally qual- 
ified to practice within the state where employed. She 
should be a person with good health, emotional stability, 
initiative, resourcefulness, sound judgment, and a sin- 
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cere interest in people. It is essential that she possess 
thorough knowledge and skills in nursing principles and 
techniques, as well as knowledge of first aid for minor 
injuries and for serious emergencies. Experience in 
professional nursing in an industrial medical department, 
a public health agency, or the outpatient or emergency 
department of a hospital, and completion of special 
courses related to industrial nursing are highly desirable. 
Additional attributes include some knowledge of work- 
men’s compensation laws and insurance, health and 
safety laws, occupational diseases, sanitation, counsel- 
ing, educational methods, record keeping, and business 
practice. Where the nurse works under continuous and 
direct medical or nursing supervision there is less need 
for the nurse to act upon her own initiative, and con- 
sequeitly there may be less need for thorough prior 
special training and experience than is required of the 
nurse who works entirely alone most of the time. The 
latter situation is the type of health service most fre- 
quently in effect in industry. 


FUNCTIONS 

The functions of the industrial nurse will depend upon 
the policy of management as to the extent of the in- 
dustrial health services and the composition and size 
of the professional staff. Where the nurse is the only 
person devoting full time to the health service, her func- 
tions may include: (1) maintaining the health service 
facilities, supplies, and equipment; (2) providing nursing 
care for employee illnesses and injuries as authorized 
by the physician-in-charge; (3) assisting the physician 
with health maintenance examinations, in such a manner 
as has been directed and approved by him; (4) par- 
ticipating in the health, safety, and sanitation programs; 
(5) participating in industrial welfare activities; (6) 
promoting health education and engaging in health coun- 
seling; (7) maintaining adequate records and reports 
of all services rendered (The nurse should not be so 
burdened with clerical duties that they interfere with 
the proper performance of her nursing functions.) ; and 
(8) maintaining familiarity with the work environment 
and its hazards through periodic plant tours. 


RELATIONSHIPS 
Medical Director.—The industrial nurse needs and 
should receive professional guidance and _ supervision 
from a qualified physician. Legal and ethical considera- 


1. Recommended Qualifications . .. For a Professional Nurse Working 
Without Nursing Supervision in an Industrial Medical Service, New York, 
American Association of Industrial Nurses, 1955. Recommended Qualifi- 
cations ... For a Professional Nurse Working with Nursing Supervision 
in an Industrial Medical Service, New York, American Association of 
Industrial Nurses, 1955, Duties and Responsibilities . . . Of the Profes- 
sional Nurse in an Industrial Medical Service, New York, American 
Association of Industrial Nurses, 1955. Management ... And the Nurse— 
A Statement of Principles to Govern Management Relationships with 
the Industrial Nurse, New York, American Association of Industrial 
Nurses. Functions for an Industrial Charge Nurse in a One-Nurse Service 
in Industry or Commerce, New York, American Nurses’ Association. 
Standard Procedures for Nurses In Industry, Boston, American Mutual 
Liability Insurance Company. Guiding Principles of Occupational Medi- 
cine, J. A. M. A. 159: 364 (May 22) 1954. Essentials of Medical-Nurs- 
ing Services in Industry, J. A. M. A. 149: 597 (June 7) 1952. First Aid, 
Chicago, American Medical Association, 1952. Nursing Services in In- 
dustry, California Med. 79: 258 (Sept.) 1953. Medical Directives for the 
Nurse in Industry, Indianapolis, Indiana State Medical Association. Guide 
for Industrial First-Aid Workers, Boston, Liberty Mutual Insurance 
Company. 
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tions require that a physician be given the responsibility 
for the direction of services relating directly to the health 
of employees. When the services of a full-time medical 
director are not feasible, management should adopt a 
physician-in-charge arrangement on a part-time, on call, 
per diem, or consultative basis. This supervision should 
be active (as opposed to passive), personal (not dele- 
gated), and definite (accepted responsibility), even if 
it consists only of periodic consultation with the nurse 
relative to routine nursing matters and on-call avail- 
ability for those situations requiring medical service. The 
nurse should be provided with a set of standard pro- 
cedures for her guidance during the physician’s absence, 
which have been discussed and agreed upon in con- 
sultation with the nurse. These should be in writing and 
signed by the physician-in-charge. 

Management.—The industrial nurse should report 
directly to the full-time physician or medical director. 
When a part-time or other physician-in-charge arrange- 
ment has been established, the nurse should report to 
the physician in all professional matters and to a member 
of management on administrative matters. The physi- 
cian ordinarily will represent the health service in con- 
ferences with management; however, in the case of part- 
time medical services, provision should be made for the 
nurse to discuss certain nursing problems with manage- 
ment so that they may be resolved promptly and effec- 
tively. Management should be conversant with the scope 
and limitations involved in the practice of nursing and 
should neither expect nor request the nurse to exceed 
her normal sphere of service. 

Employees.—The industrial nurse must at all times 
maintain a personal and confidential professional rela- 
tionship with the employees, in conformity with legal 
and ethical codes. A friendly relationship should be 
maintained with employee organizations with a posi- 
tion of strict neutrality whenever matters of conflict with 
management arise. The nurse is in position to promote 
understanding and appreciation of the benefits of the 
health service to employees. Except where law dictates 
otherwise, the nurse should never divulge information 
in the individual employee health records unless the 
employee gives his signed permission. Medical records 
are always to be considered confidential and kept under 
lock and key in the health service department. 

Community Physicians.—The nurse should exercise 
discretion in the handling of nonoccupational ailments. 
In-plant care must be in accord with directives of the 
physician-in-charge, followed by referral of the em- 
ployee, when indicated, to his personal physician for 
further treatment. When the employee has no personal 
physician and requests referral to one, the nurse should 
request the plant physician to make recommendations 
or provide a referral list. 

Community Services.—The industrial nurse should 
be familiar with the various official and voluntary health 
and welfare agencies in the community. Cooperative 
relationships should be developed and maintained so 
that proper referrals can be made as the need arises. 

Professional Nursing Organizations.—Ilt is desirable 
for the industrial nurse to maintain membership in local 
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and national organizations devoted to professional nurs- 
ing, to attend meetings, and to participate in special 
courses and other educational activities in order to keep 
abreast of the latest developments in the field of medical 
and nursing sciences. 


RESPONSIBILITIES 

Certain basic principles apply in delineating the re- 
sponsibilities, prerogatives, and limitations involved in 
the physician-nurse relationship in industry. Personal 
medical services involving the establishment of a diag- 
nosis and the definition of treatment or the performance 
of specific preventive measures are the function of the 
physician. It is the physician’s responsibility to define 
procedures for the care of illness or injury and the nurse’s 
responsibility to carry them out. The nurse should not 
be called upon to give service or to make decisions upon 
professional matters that do not fall within the field of 
her training and licensure. 


When the nurse is serving as direct assistant to the 
physician, she may perform many procedures, some or 
all of which might not be permissible when working 
alone under indirect supervision. It is difficult to specify 
the various procedures that invariably require direct 
personal medical supervision and others that can in- 
variably be performed under the indirect supervision of 
written medical directives. They are subject to such 
variables as precedents established through locally ac- 
cepted practice, state medical and nursing practice acts, 
the training and experience of the nurse, availability and 
accessibility of physician, and other community medical 
services. When functioning under indirect supervision. 
the nurse must follow the medical directives or stand- 
ard procedures prepared for her guidance by the physi- 
cian-in-charge. Such directives should embrace the 
types of minor injuries and ailments that might be in- 
curred by the employees in the industry and specify the 
kind of first aid or other treatment to be given, with the 
physician-in-charge available on-call. Such directives 
are not intended to be a substitute for medical care or 
to give the industrial nurse permission to practice med- 
icine but are a realistic recognition of the faci that proper 
and careful attention by a professional nurse, with a phy- 
sician available when needed, is much more to be de- 
sired than the common practice of self-medication or 
neglect of minor injuries and ailments when health serv- 
ices are not available. 

In cases of sudden serious illness, or injury, the 
nurse should take such emergency first-aid measures 
as the situation demands until a physician has relieved 
her of further decisive responsibility. On her own ini- 
tiative and responsibility, based on her special training 
and qualifications, the industrial nurse may engage in 
health counseling and education; participate in safety, 
hygiene, and welfare activities and environmental sur- 
veys; maintain the dispensary; supervise and train as- 
sistants, and keep records and other general details of 
routine health department procedures. 

Legal Principles —Management, physician, and nurse 
should be familiar with the laws regulating the practice 
of medicine and nursing in their state and also with pro- 
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fessional liability and malpractice insurance coverages 
and limitations. Generaily speaking, it is difficult to make 
a clear-cut distinction between those acts that must be 
performed by a licensed physician and those that may 
be delegated to a nurse. One primary rule is that a physi- 
cian may not properly delegate to a nonphysician the 
performance of any function requiring the exercise of 
professional medical judgment. For example, he may 
delegate the duty of taking temperatures or of adminis- 
tering drugs at certain intervals, but he cannot employ 
a nurse to make a diagnosis for him or to prescribe a 
course of treatment. The physician is required to exer- 
cise professional judgment and discretion in making a 
diagnosis and prescribing treatment. The nurse, in carry- 
ing out the physician’s orders is required to exercise 
professional ability and skill. The nurse must bear in 
mind at all times that she is required to perform duties 
assumed by her in a competent manner, and that she 
may be personally responsible for wrongful acts or neg- 
ligence even if performed under the authority of a phy- 
sician. 

The industrial nurse should not rely on “standing 
orders,” standard procedures, or medical directives from 
an on-call physician who has not been designated by 
management as the physician-in-charge of the in-plant 
medical service. The industrial nurse must strive con- 
stantly to retain the role of nurse, and should not accept 
employment that requires her to assume responsibility 
for service outside the sphere of her professional training 
and experience. Nor should management employ an in- 
dustrial nurse for the performance of designated services 
without first investigating her qualifications and experi- 
ence to perform those duties. 


Standard Procedures for the Industrial Nurse 


Both legal and ethical requirements make the term 
“standing orders” undesirable as a proper title for the 
written medical directives under which many of the duties 
of the industrial nurse are performed. There is consider- 
able difference between the meaning of “standing orders” 
in hospital nursing and industrial nursing. In hospitals, 
standing orders are written (and signed) by a physician 
for a particular patient after the physician has seen the 
patient, made a diagnosis, and prescribed the treatment 
and nursing care to be given during his absence. To the 
graduate nurse, therefore the term has a specific meaning 
not directly applicable to industrial nursing. The nurse 
in industry functions under a set of procedures prescribed 
by the physician-in-charge governing her activities in 
the handling of emergency and routine situations with 
ill or injured individuals before they are seen by a physi- 
cian. 

Therefore, to eliminate the confusion of meaning, 
standing orders in industrial nursing will be replaced 
by some more suitable term, such as standard procedures 
or medical directives. It is probable that the near future 
will see the development and general acceptance of a 
satisfactory title. However, regardless of the title, it can- 
not be overemphasized that “standard procedures” 
should be prepared only by the physician-in-charge of 
the medical service, in consultation with the nurse; they 
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must be in writing and signed by the physician. Standard 
procedures, after they have been established, should 
be readily accessible in the medical department and 
should include the telephone numbers and addresses of 
the physician-in-charge and other emergency numbers 
such as hospitals and ambulance services. 

To facilitate adoption of standard procedures, the 
following basic suggestions are offered as a guide for 
the physician in the preparation of directives for a speci- 
fic situation. Extra spaces may be provided at appro- 
priate places to permit modification by insertion of pre- 
ferred medication or treatment according to the desires 
of the physician-in-charge. Additional subjects may be 
included as desired in addendums. Space should be 
provided for signature and date at the bottom. 


EMERGENCY PROCEDURES 


In addition to the skills and experience associated with nurs- 
ing, the industrial nurse will often find considerable need for 
training in emergency first aid. The basic training offered by 
the American Red Cross or the U. S. Bureau of Mines is excel- 
lent. It is recommended that industrial nurses qualify as first- 
aid instructors so that they may conduct or assist in training 
classes for the workers in their industry. The following general 
principles should apply in all emergency situations: (1) call a 
physician immediately, (2) stop bleeding, (3) restore breathing, 
(4) prevent shock and infection, and (5) do no more than is 
actually needed. The supervising physician should assure him- 
self that these instructions are thoroughly understood and 
should institute special training when necessary. 

Hemorrhage.—Excessive bleeding calls for immediate atten- 
tion. The nurse should notify the physician and, until he arrives, 
proceed by (1) exposing the wound, (2) removing loose, surface 
foreign matter, and (3) applying pressure. Direct pressure firmly 
applied over sterile gauze at the bleeding site usually will effec- 
tively control moderate hemorrhage. Indirect compression is 
indicated in excessive bleeding not controllable by direct 
methods. Digital compression over the vessel against underlying 
structures either adjacent to the wound or at the nearest pres- 
sure point will usually suffice until the physician arrives. Indirect 
pressure should be applied proximal or distal to the wound, in 
keeping with the arterial or venous character of the bleeding. 
Hemostats or clamps should be applied only if the emergency 
warrants it and when the foregoing procedures prove ineffec- 
tive. Avoid applying a tourniquet if possible. If severe bleeding 
in an extremity suggests the use of a tourniquet, apply a blood 
pressure cuff. 

The nurse should remember that (1) a direct pressure bandage 
should not act as a tourniquet, (2) a tourniquet must be released 
every 15 minutes, (3) no dressing should be applied over a 
tourniquet, and (4) sterile precautions must be observed at all 
times. 

Asphyxia.—Cessation of breathing from any cause demands 
(1) artificial respiration at once and at the site of the accident, 
(2) notification of the physician, and (3) maintenance of body 
warmth. Avoid excessive heating. All industrial nurses should 
possess the ability to apply artificial respiration and should real- 
ize the need for its continuous application until breathing is 
restored or until careful repeated medical examination advises 
otherwise. 

Shock.—Early and adequate shock treatment is life-saving. 
Do not delay. Common symptoms of shock following injury are 
pallor, perspiration, and rapid thready pulse. Emergency man- 
agement by the nurse should include the following procedures. 
1. Notify the physician. 2. Remove the cause. If shock is due 
to hemorrhage, contro! it, and if it is due to trauma not asso- 
ciated with bleeding all active treatment of injury should be de- 
ferred until shock management has been instituted. Wounds 
should be covered with sterile dressings to prevent infection. 3. 
Relieve the pain with narcotics or barbiturates as ordered by 
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the physician by telephone or written order. 4. Keep the patient 
warm, dry, and on his back with his head low. 

Unconsciousness —the usual signs of fainting are pallor, 
shallow breathing, and slow and weak pulse; periods of uncon- 
sciousness are of short duration. Keep the patient lying down 
with head lowered until fully recovered. Be sure patient has 
plenty of fresh air. Clothing should be loosened and stimulating 
inhalants used such as ammonia or smelling salts. If other signs 
are present or if unconsciousness persists longer than a few 
minutes, call for medical assistance. Give the patient nothing 
by mouth. 

NURSING MANAGEMENT OF INJURIES 

Successful management of injuries depends upon prompt treat- 
ment, meticulous cleansing and dressing, and examination of 
deep as well as of superficial structures. To accomplish these 
aims, the routine nursing procedure should be confined to the 
following care of minor wounds: (1) protection of wound with 
sterile gauze while adjacent area is cleansed with soap and water 
solvent or special detergents, (2) discarding of protective dress- 
ing and clean wound margins, and (3) irrigation of wound with 
sterile water or isotonic solution of sodium chloride or as advised 
by the physician, (4) application of antiseptic of physician’s 
choice, and (5) application of sterile dressing, interfering as little 
as possible with function. Sterile dressings should be covered 
with protective material for use at work. The worker should 
be instructed not to remove the dressing but to return if it should 
become loosened or uncomfortable. Injuries most likely to be 
encountered in industry include the following conditions. 

Abrasions.—Abrasions should be cleaned, and dry dressing 
should be applied. Extensive or deep loss of skin, especially 
about the fingers and hands, needs medical attention. 

Contusions—Contusions should be treated with cold com- 
presses or cold soak directly following injury. After 24 hours 
change to heat. If soreness or disability persists or if deep in- 
volvement is suspected refer to the physician. 

Lacerations.—Lacerations should be cleaned, and dressings 
should be applied as directed. Any possibility of injury to joints, 
nerves, or tendons should be brought to the physician’s attention 
at once. 

Puncture Wounds —Puncture wounds through the skin need 
direct medical supervision to avoid severe infection. If super- 
ficial, the wounds should be cleaned, and sterile dressing should 
be applied. 

Slivers and Splinters.—Penetration through the skin by slivers 
or splinters always carries the risk of an infected puncture 
wound and should be treated as such. Those lodged superficially 
and easily removed without added trauma or incision may be 
extracted aseptically by the nurse. 

Burns and Scalds.—Clean minor burns with soap and water. 
Apply petrolatum or 5% boric acid ointment, bandaging firmly 
without interfering with function. Leave blisters alone. In all 
other cases the nurse should (1) notify the physician, (2) cover 
the burned area with a sterile dressing or sheet moistened with 
isotonic solution of sodium chloride or 5% sodium bicarbonate 
solution, and (3) combat pain and shock. 

Chemical Burns.—Chemical burns should be treated by irri- 
gation or immersion in water for at least 20 minutes, and then 
dressing should be applied. 

Sprains and Strain.—Sprains and strains should be treated 
first with cold compresses, elevation of the part, and rest. A 
physician’s advice is necessary regarding strapping, other 
methods of support or fixation, further examination, or special 
therapy. 

Fractures.—Preliminary steps for the nurse in regard to frac- 
tures involve: (1) call a physician at once, (2) keep the patient 
quiet and warm, (3) immobilize before any movement is at- 
tempted. (Special instruction in splinting should be provided for 
every industrial nurse), (4) do not attempt reduction, and (5) 
if the fracture is compounded, cover the site of the fracture 
with a dry sterile dressing. Do not cleanse or reduce. 

Eye Injuries —No patient with an eye injury should be dis- 
charged without examination by a physician. The greatest care 
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must be exercised in maintaining the sterility of solutions and 
medications for use in the eye. These should be changed fre- 
quently. Never attend consecutive patients without sterilization 
of instruments and careful hand washing before and after treat- 
ment. Remember that early symptoms of infection can simulate 
foreign body. 

Foreign Bodies: The nurse should attempt to remove only 
those foreign bodies of the eye that can be readily located and 
easily washed out or removed with a moist Sterile cotton appli- 
cator. An antiseptic may be applied if the physician so orders. 
Corneal foreign bodies should always be referred to a physi- 
cian. The nurse should make sure the patient has completely 
recovered and is symptom-free. Direct medical care is essential 
(1) if the foreign body cannot readily be located, stains to aid 
in the location of foreign bodies should be used only on specific 
medical order, (2) if removal requires any instrumentation, and 
(3) if irritation or pain persists after removal. 

Conjunctivitis: Conjunctivitis or other forms of conjunctival 
irritation should be referred routinely to the physician or 
ophthalmologist. 

Minor Burns: Do not apply ointments to minor burns of the 
skin about the eye. Apply a sterile dressing and refer the patient 
to the physician. 

Chemical Burns: Irrigate chemical burns of the eye copiously 
and at once with water preferably by continuous irrigation. The 
promptness with which the irrigation occurs is most important. 
Continue to irrigate at least 20 minutes by the clock. In the 
meantime arrange for prompt medical attention. 


Hot Metal Burns: Apply a sterile pad and refer at once to 
the physician. Do not irrigate. An anesthetic should be applied 
as ordered by the physician, 

“Flash Injury”: Persistent pain following flash needs medical 
examination and treatment. First-aid treatment should include 
(1) local anesthetic as ordered by physician, (2) cold compresses, 
and (3) sedatives. 

Head Injuries.—Until the physician assumes charge the nurse 
should (1) keep the patient lying down, (2) elevate the head, (3) 
apply ice cap or cold compress, (4) do not give sedatives, (5) 
record pulse, blood pressure, and respiration every 10 minutes, 
and (6) clip or shave and cleanse areas adjacent to scalp lacera- 
tions and cover with a sterile pad. 

Chest and Abdominal Injuries —Contusions of the chest and 
abdomen with or without external evidence of injury may result 
in trauma to underlying organs. Until seen by the physician, 
such patients must (1) be kept warm and quiet, (2) be allowed no 
sedative, (3) have pulse, blood pressure, temperature, and respi- 
ration recorded frequently, (4) be suitably bandaged to avoid 
contamination, and (5) be given nothing by mouth in event of 
abdominal injury. 


NURSING MANAGEMENT OF MINOR ILLNESSES 
AND SYMPTOMS 


The complaints most commonly encountered in industry are 
noted below with suggested procedure. Persistent or recurring 
symptoms of irritation, discomfort, or disability may suggest 
faulty work environment. The nurse should not hesitate to re- 
quest medical examination of workers and of the premises. 

Fever.—An elevation in body temperature of one degree or 
more suggests the need for medical consultation before work 
is resumed. The temperature elevation should be verified by 
repeated thermometer readings. 

Headache.—The nurse shouid record temperature when the 
patient has a headache. If headache is accompanied by dizzi- 
ness, nausea, vomiting, stiff neck, injury, history of recurrence, 
fever, general malaise, or other symptoms, the patient needs 
medical attention. If not accompanied by other symptoms, give 
an analgesic as ordered by the physician. Remember that head- 
ache or dizziness may be a premonitory sign of other illness. 

Earache.—Any earache that persists for even a short time 
should be seen by a doctor. Pain can often be relieved by a hot 
water bag. Cold applications will give relief, sometimes, if heat 
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fails. Foreign bodies should be removed by the physician. Do 
not put drops in ear. 

Toothache.—lf there is a cavity, the nurse may pack it with 
cotton dipped in oil of cloves for temporary relief. An analgesic 
as ordered by the physician may be given. For further examina- 
tion and treatment the patient should be referred to a dentist. 

Nosehleed.—Spontaneous nosebleed may be treated by cold 
packs or pinching the sides of the nose against the septum. Keep 
the patient sitting erect or standing, and loosen the collar if it 
tends to constrict the neck. Advise the patient not to breathe 
or blow through the nose for an hour or two after bleeding 
has stopped. Bear in mind that certain occupational exposures 
are manifested by nasal damage and bleeding. 

Sore Throat.—Patients with sore throat may be given a hot 
saline solution gargle if they have a normal temperature. Do 
not “paint” the throat. Any persistent sore throat or one asso- 
ciated with fever needs medical care at home, and the patient 
should be advised to consult his personal physician. 

Respiratory Irritation or Infection.—Repeated or persistent 
signs of bronchial or chest irritation without associated infection 
may be the result of unfavorable occupational exposure or non- 
occupational allergy. The industrial environment may require 
thorough investigation. Persons having acute respiratory involve- 
ment with elevated temperature, cough, sneezing, or nasal dis- 
charge should be sent home for proper segregation, rest, and 
medical attention. With mild infections, the patient may con- 
tinue to work under medical or nursing supervision. Simple meas- 
ures frequently will control symptoms and prevent spread. 
Available medical evidence at the present time cannot support 
routine administration of cold vaccines or vitamin preparations 
as methods of reducing the incidence or severity of acute re- 
spiratory infections. Frequent colds or chronic respiratory con- 
ditions in the same individual require special consideration. 

Abdominal Distress—Abdominal distress, nausea, or pain, 
especially if severe or persistent, requires competent medical 
diagnosis and management. Early signs of occupational poison- 
ing may also be abdominal in character. Laxatives should be 
dispensed only on specific order of the physician-in-charge. 

Dysmenorrhea.—Painful menstruation not associated with 
fever or gastrointestinal disturbances may be treated with an 
analgesic ordered by the physician and the patient placed at rest 
with heat to the lower part of the abdomen. If there is no relief 
or if other signs or symptoms present themselves, she should 
be referred to her personal physician. Patients with recurrent 
dysmenorrhea should not be given palliative treatment. They 
should be referred to their personal physician for medical 
examination and treatment. 

Pregnancy.—A definite procedure regarding employment dur- 
ing pregnancy should embrace the following recommendations. 
1. The employee should notify the nurse promptly about her 
pregnancy, as the first trimester is a most hazardous period of 
pregnancy. 2. She should obtain a statement from her attend- 
ing physician (a) that her work is not contraindicated and 
(b) regarding the length of time she should work. 3. Special 
attention should be given to the nature of the work. Pulling, 
pushing and lifting must be kept within safe limits. Rest periods 
will tend to minimize emotional and physical instability during 
pregnancy. 4. The physician-in-charge should become informed 
regarding the pregnant employee's health status and her attend- 
ing physician’s opinion, with the final decision relative to the 
employee's work status resting with the industrial physician. 5. 
Ordinarily work should stop six to eight weeks before term. 
If contraindications arise prior to this time, the work should 
be terminated immediately. 6. Return to work is inadvisable 
earlier than six weeks after delivery and then only if delivery 
was uncomplicated, if the attending physician has given written 
| permission, and if the industrial physician concurs. 

Heart Attack.—Cases resembling fainting—weak pulse, pallor 
of face, conscious or unconscious, possibly with associated pain 
in region of heart—may be distinguished from fainting by failure 
to recover rapidly. Other cases are characterized by violent, 
agonizing pain in the region of the heart and by great fear. Sull 
other cases are marked by shortness of breath, red face, and 
difficulty in breathing. 
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First-Aid Treatment —First-aid treatment consists of (1) keep- 
ing the person absolutely quiet, (2) keeping him lying down 
unless breathing is difficult, (3) keeping him comfortably warm, 
(4) giving no liquids, (5) calling a doctor immediately, and (6) 
giving oxygen and morphine as ordered by the physician. 

Electric Shock.—The immediate danger of an electric shock 
lies in the fact that the heart action may be greatly depressed 
and respiration arrested, This is due to the action on the auto- 
nomic nervous system. Severe local burns may result at the 
points of contact. The cardiac and pulmonary functions are of 
primary importance, and the burns may be ignored until these 
functions are reestablished. If no pulse can be felt nor heart- 
beat heard (1) call the physician immediately, (2) start artificial 
respiration and continue until normal heart and respiratory func- 
tions are established or until advised by the physician that further 
effort is not indicated, and (3) after resumption of cardiac func- 
tion and respiration, treat the burns as directed. The electric 
burn will frequently penetrate deeply, and tissue destruction 
usually is greater than the surface of the burn suggests. 

Epileptic Seizure——Treatment for an epileptic seizure con- 
sists essentially in protecting the patient from injury. Place a 
gag between the teeth to protect tongue. Use a small piece of 
wood, well wrapped with gauze or clean cloth, and insert in the 
mouth with care. Avoid being bitten by the patient, as human 
bites may cause severe infection. Place a pillow under the head 
to protect from injury. Do not attempt to hold patient still but 
remove surrounding objects to prevent injury. Give the patient 
nothing by mouth and refer him to a physician. 

Heat Cramps.—Heat cramps are caused by loss of salt with 
prolonged heavy sweating. Severe pains may occur in the abdo- 
men or limbs. Manual pressure on the cramped muscle gives 
some immediate relief. Give first aid as for cases of heat ex- 
haustion. Medical consideration should be direcied to prevent 
occurrence of heat cramps by use of salt tablets with drinking 
water during the day. 

Heat Exhaustion—Symptoms are dizziness, nausea and 
vomiting, pale face, clammy perspiration, weakness, and slow 
pulse. The person looks like one who has fainted and should 
be treated similarly by (1) giving the patient plenty of fresh air, 
(2) having patient lie down in cool place with head lowered 
and clothing loosened, (3) giving the patient aromatic spirits 
of ammonia (one teaspoonful to one-half glass of warm water) 
if he is conscious (do not force anything into mouth of an un- 
conscious patient as he may choke to death), and (4) calling a 
physician if symptoms do not quickly disappear. 

Heat Stroke or Sun Stroke-—Symptoms and signs of heat 
stroke or sun stroke are pain in head, dizziness, dryness of 
mouth, hot dry skin, flushed face, rapid pulse, and fever. The 
patient may be unconscious. Treatment includes (1) removing 
the patient to a cool place, (2) placing patient on back with 
raised head, (3) calling physician, (4) applying cold compresses 
to the head, and (5) cooling body with wet sheets, fan, or cold 
water. Give no stimulants, 

Dermatitis—Most skin diseases occurring in industrial em- 
ployment are true contact dermatoses; however, not all erup- 
tions arising in workers result from the employment. Many 
cases are caused by substances contacted outside of working 
hours. In cases of skin disease that are suspicious of being con- 
tact in origin, arrangements should be made for prompt examin- 
ation by the physician. The treatment of nonoccupational skin 
disease is not the function of an industrial medical department. 
Any therapy by the nurse of occupationally incurred skin disease 
and injuries should be limited to the carrying out of instructions 
by the physician. Minor skin injuries should be treated promptly 
and adequately to prevent subsequent infection. The use of 
sulfonamides, penicillin, and the local anesthetics should be 
avoided in order to prevent contact dermatitis produced by over- 
zealous treatment. 

The alleviation of itching, burning, and redness should be ex- 
ercised only by the use of soothing applications. Proprietary 
compounds should be avoided except for those recommended 
by the attending physician or dermatologist. A dermatological 
consultant or an experienced industrial physician should be con- 
sulted in the selection of stock therapeutic materials to be applied 
to the skin. 
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CALIFORNIA 

District Health Officers Needed.—Positions are available in Los 
Angeles City for physicians with training and experience in 
public health administration (salary range: $8,580-$10,668). A 
California license to practice medicine is required. For informa- 
tion, contact: Dr. George M. Uhl, Health Officer, Los Angeles 
City Health Department, 111 E. First St., Los Angeles 12. 


New Headquarters for County Association—The Los Angeles 
County Medical Association recently dedicated its new head- 
quarters building at 1925 Wilshire Blvd. The dedication address 
was delivered by Dr. Walter B. Martin, Norfolk, Va., at that 
time President of the American Medical Association. Dr. Ewing 
L. Turner, president®of the Los Angeles association, acted as 
master of ceremonies. The association, which was founded by 
seven physicians on Jan. 1, 1871, in a room at the rear of 
Wollweber’s drugstore, has grown to a membership of 6,400 
and a staff of 45. The new $300,000 structure includes an audi- 
torium with seating accommodations for over 300; several 
smaller meeting rooms; dining room, coffee shop, and_ bar: 


Los Angeles County Medical Association, 


numerous offices; and a library that contains 63,000 volumes, 
houses an estimated $100,000 worth of rare medical publica- 
tions, and costs $50,000 a year to maintain. 


Conference on Air Pollution.—The first annual meeting of the 
Southern California Conference on the Elimination of Air 
Pollution will convene Nov. 10 at the Ambassador Hotel, Los 
#Angeles. The conference, open to the public, is cosponsored by 
the Los Angeles County Board of Supervisors, the independent 
Air Pollution Foundation, the California State Chamber of 
Commerce, and the Los Angeles County Air Pollution Control 
District. Officials of federal, state, and county government will 
describe activities of their agencies, while industry will be repre- 
sented by officers of petroleum, metals, public utility, and auto- 
motive firms. At the end of each session, a press panel will 
interrogate the participants. Reservations for the conference 
may be obtained from the California State Chamber of Com- 
merce, 1000 Wilshire Blvd., Los Angeles. A registration fee of 
$5 will cover costs and include the luncheon. 


CONNECTICUT 


Fellowship in Physical Medicine.—A three year fellowship in 
physical medicine is available in an A. M. A.-approved program 
at the Grace-New Haven Hospital and Yale University School 
of Medicine, New Haven. For information, write to Dr. 
Thomas F. Hines, Director, Department of Physical Medicine 
and Rehabilitation, 789 Howard Ave., New Haven. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Conference on Physicians and Schools.—The first Connecticut 
Conference on Physicians and Schools will be sponsored by the 
Connecticut State Medical Society Nov. 9, 2 p. m., at the 
Hamden High School in Hamden. Guests will include Dr. Oliver 
L. Stringfield, Stamford, president, Connecticut State Medical 
Society; Finis E. Engleman, Ed.D., Connecticut state commis- 
sioner of education; Dr. Stanley H. Osborn, Hartford, Con- 
necticut state commissioner of health: Fred V. Hein, Ph.D., 
Chicago, consultant on school health, American Medical Associ- 
ation; and Dr. Charles C. Wilson, New Haven, professor of 
education and public health, Yale University. 


Guest Speakers at Hartford Hospital.—tIn its guest speaker 
program, Saturdays, 11 a. m., the Hartford Hospital presents 
Dr. George J. Thomas, chief of anesthesiology, St. Francis 
Hospital, Pittsburgh, who will discuss “Fires and Explosions” 
Nov. 5; Dr. Paul A. Younge, associate professor of obstetrics 
and gynecology, Harvard Medical School, Boston, and Free 
Hospital for Women, Brookline, Mass., “Pathology and Treat- 
ment of CA in Situ (Cervix)” and “General Aspects of CA in 
Situ (Cervix)” Nov. 12; Dr. Garfield G. Duncan, professor of 
medicine, Jefferson Medical College of Philadelphia, chief, 
medical division of the Pennsylvania Hospital, “Practical Aspects 
of Diabetic Management” Nov. 19; and Mr. Gordon L. Burke, 
U. S. Army, foreign service officer (retired), “Chinese Hygiene, 
Habits, and Customs” Nov. 26. 


ILLINOIS 


Cancer Conference.—The ninth annual conference of the 
Illinois division, American Cancer Society, will convene Nov. 
10-11 at the Conrad Hilton Hotel, Chicago. Harry M. Weaver, 
Ph.D., administrator for research of the national society, will 
deliver an address, “Frontiers of Science.” Mr. Fred K. 
Hoehler, Chicago, former state director of welfare, now serving 
as city coordinator of studies, surveys, system, procedure, and 
personnel, will have as his topic “Understanding the Volunteer.” 
On Friday, physician delegates attending the conference are 
invited to attend a special professional program arranged by 
Dr. Walter G. Maddock, Elcock Professor of Surgery, North- 
western University Medical School, Chicago. 


Chicago 

Residency in Allergy.—A residency in allergy is available at 
the Veterans Administration Hospital (North Side). This resi- 
dency, which combines the veterans hospital service with the 
facilities in allergy at Northwestern University Medical School, 
is approved by the Board of Internal Medicine and the Sub- 
specialty Board of Allergy. For information write to Dr. Samuel 
M. Feinberg, 303 E. Chicago Ave., Chicago 11. 


Monthly Cardiac Conference.—The monthly clinicopathological 
cardiac conference of Cook County Hospital will be held 
Nov. 11 from 11 a. m. to 12 noon at an open meeting in the 
Children’s Amphitheater, 700 S. Wood St. “Experimental Studies 
in the Production of Vascular Lesions” will be presented by the 
guest speaker Dr. George M. Hass, professor of pathology, 
University of Illinois School of Medicine, and director, pathol- 
ogy department, Presbyterian Hospital. 


Workshop for Industrial Nurses.—A workshop for nurses in 
industry will be sponsored by the Chicago Heart Association 
Nov. 10 at the Morrison Hotel. Physicians participating in the 
program will include: Dr. Oglesby Paul, clinical associate pro- 
fessor of medicine, University of Illinois College of Medicine 
(Coronary Heart Disease—Our Public Enemy); Dr. Eugene L. 
Walsh, medical director, International Harvester Company 
(Medico-Legal Aspects of Recent Changes in Workmen’s Com- 
pensation as They Affect the Cardiac Worker); and Dr. Egbert 
H. Fell, clinical professor of surgery, University of Hlinois 
College of Medicine (Heart Surgery for Adults), 
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KANSAS 


Society News.—At its meeting in Kansas City Nov. 8, the 
Kansas State Obstetrical Society will have as guest speaker Dr. 
Lawrence M. Randall, Rochester, Minn. Members are invited 
to bring their wives to the dinner session. 


Dr. Bayles Goes to Baylor.—Dr. Spencer Bayles, assistant pro- 
fessor of medicine and of psychiatry, Kansas University Medical 
Center, Kansas City, and head of the section of psychosomatic 
medicine of the department of medicine since June 15, 1953, 
has been appointed a member of the faculty of Baylor University 
College of Medicine, Houston, Texas. 


LOUISIANA 


Society News.—Dr. James D. Hardy, chairman, department of 
surgery, University of Mississippi Medical Center, Jackson, will 
address the Louisiana Surgical Association in New Orleans, 
Nov. 6, on “The Management of Preoperative and Postoperative 
Fluid and Electrolyte Disturbances.” At the recent annual 
meeting of the Radiological Society of Louisiana, the following 
officers were elected: Dr. Granville M. Riley, Shreveport, 
president; Dr. Manuel M. Garcia, New Orleans, vice-president; 
and Dr. William S. Neal, New Orleans, secretary-treasurer. 


MASSACHUSETTS 


School Health Program.—The fall meeting of the Massachusetts 
School Physicians’ Association will be held in Newton Nov. 9, 
2-4 p. m. A demonstration of “The School Health Program in 
Newton” will be presented under the direction of Dr. Henry W. 
Godfrey, commissioner of public health, and Miss Elizabeth 
Miller, R.N., supervisor of public health services, city of Newton, 
at the Newton City Hall, 1000 Center St., Newton Center. 


Personal.—Dr. Fuller Albright, Boston, was recently chosen 
the Upjohn Scholar of the Endocrine Society for 1955. He will 
spend the year visiting and working in laboratories and clinics 
in Europe——Dr. Edward A. Edwards, assistant clinical pro- 
fessor of anatomy, Harvard Medical School, recently addressed 
the sixth annual Congress of the International Federation of 
Anatomists in Paris. His paper, “Occlusion Patterns and Col- 
laterals in  Arteriosclerosis of the Lower Aorta and _ Iliac 
Arteries,” reported on research by Dr. Edwards and Dr. Marjorie 
J. LeMay, chief of the diagnostic service, department of radi- 
ology, Boston Veterans Administration Hospital. Dr. David 
G. Cogan, director, Howe Laboratory of Ophthalmology, Har- 
vard Medical School and the Massachusetts Eye and Ear In- 
firmary in Boston, has been appointed to the National Advisory 
Neurological Diseases and Blindness Council.——Dr. Hugo W. 
Moser, Boston, postgraduate investigator in internal medicine 
and biochemistry at the graduate school of arts and sciences, 
Harvard University, has been appointed the first research fellow 
of the National Multiple Sclerosis Society. Dr. Moser was pre- 
viously affiliated with the Columbia-Presbyterian Medical Cen- 
ter, New York, and Peter Bent Brigham Hospital, Boston. 


MICHIGAN 


Lecture by Dr. Best.—The Wayne County Medical Society will 
have as speaker Nov. 7 Dr. Charles H. Best, Toronto, Canada, 
whose topic will be “The History and Present Knowledge of 
Insulin.” 


Child Research Center.— The Child Research Center of Michi- 
gan, successor in some respects to the Children’s Fund of Michi- 
gan, has announced a new research program for children’s 
health and welfare. The institution will be concerned with all 
phases of child research “in the interests of mental, physical, and 
social wellbeing.” National and local philanthropic organiza- 
tions are providing grants for scientific investigations. Other 
medical institutions are lending their support to the program. 
The Children’s Fund of Michigan, established in 1929 by the late 
Senator Couzens, was disbanded after completing its 25 year 
task last year and spending 25 million dollars. Its research equip- 
ment has been turned over to the Child Research Center. Dr. 
Wolfgang W. Zuelzer. professor of pediatric research at Wayne 
University College of Medicine and director of laboratories of 
Children’s Hospital, Detroit, is director of the center. 
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MISSISSIPPI 


Society News.—The Mississippi Society of Anesthesiologists 
named as their 1955-56 officers Drs. Curtis W. Caine, Jackson, 
president; Happy L. Gee, Jackson, vice-president; Thomas J. 
Marland, Jackson, secretary-treasurer; and Henry N. Westhafer, 
Vicksburg, president-elect. The Mississippi chapter, American 
College of Chest Physicians, chose Drs. Lee R. Reid. president; 
Hans K. Stauss, vice-president; and Helen C. Bernfield, secre- 
tary; all of Jackson. Each society has announced plans for 1956 
meetings concurrent with the centennial annual meeting of the 
association. 


NEBRASKA 

Carey Memorial Lecture.—The Eben J. Carey Memorial Lec- 
ture, sponsored by Creighton University and the Phi Chi Medical 
Fraternity, will be delivered by Dr. Edmund A. Smolik, professor 
of surgery, St. Louis University School of Medicine, at 8 p. m. 
Nov. 7, at St. Joseph’s Hospital, Omaha, on “Hematological 
Alterations in Cerebral Trauma.” 


NEW YORK 


General Practice Meetings.—The sixth annual scientific session 
of the Nassau County chapter of the American Academy of 
General Practice will open at the Garden City Hotel, Garden 
City, Nov. 9 at 10 a. m. Dr. Arthur M. Master, New York 
City, will discuss the treatment of acute coronary occlusion; Dr. 
Samuel Karelitz, New York City, infectious diseases; and John 
C. Krantz Jr., Ph.D., professor of pharmacology at the Univer- 
sity of Maryland School of Medicine, Baltimore, pharmacology 
m medicine. During the afternoon Dr. Robert B. Greenblatt, 
Augusta, Ga., will consider recent advances in endocrinology; 
Dr. William H. Sebrell Jr., New York City, recent advances in 
nutrition; and Dr. Joseph J. Bunim, Bethesda, Md., will speak 
on recent advances in therapy and rheumatoid arthritis. The 
capital district chapter of the Academy of General Practice will 
meet Nov. 10 at Glenridge Sanatorium, Schenectady. Dr. 
Robert E. Plunkett, Albany, assistant commissioner, Health 
Department of the State of New York, will serve as moderator. 
The session will open at 10:30 a. m. with “General Hospital 
Admission X-Rays” by Dr. James M. Blake, director, Glen- 
ridge Sanatorium, Schenectady, followed by “Fungus Disease of 
the Lung” by Dr. James Monroe, assistant director, Ray Brook 
State Tuberculosis Hospital, Ray Brook, and “Out-Patient Treat- 
ment of Tuberculosis” by Dr. Frances S. Lansdown, New York 
City. After luncheon “Chronic Nontuberculous Lung Disease” 
will be considered by Dr. Donald S. King, Hanover, N. H. At 
2:30 p. m. Dr. James Blake will moderate a panel presentation, 
“Present Concepts of Antibiotics and Surgical Treatment of 
Tuberculosis.” 


New York City 


Elsberg Lecture.—Dr. E. Jefferson Browder, protessor of neuro- 
surgery, State University of New York College of Medicine at 
New York City, Brooklyn, will deliver the annua! Charles A. 
Elsberg Lecture (established by the New York Society of Neure- 
surgery) Nov. 15, 8:30 p. m., at the New York Academy of 
Medicine, 2 E. 103rd St., on “Dysfunction of the Brain Con- 
sequent to Traumatic Intracranial Hemorrhage.” 


Chandler Lecture.—The Chandler Lecture, “The Isolation and 
Proof of Structure of the Vasopressins and the Synthesis of 
Octapeptide Amides with Pressor-Antidiuretic Activity,” will be 
delivered at a dinner meeting at the Men’s Faculty Club of 
Columbia University Nov. 9 by Vincent du Vigneaud, Ph.D., 
professor of biochemistry, Cornell University Medical College. 
Dr. du Vigneaud will at that time receive the Chandler medal 
in recognition of his contributions to biochemistry. 


Meeting on Cancer.—The New York Cancer Society will hold 
its second meeting (1955-1956) Nov. 9, 8:30 p. m., in Hosack 
Hall, New York Academy of Medicine (Fifth Avenue at 103rd 
Street). “Current Concepts in Treatment of Cancer of Tongue” 
will be discussed by Dr. Danely P. Slaughter, Chicago, director, 
Tumor Clinic, Research and Educational Hospitals, and associ- 
ate professor of surgery, University of Illinois College of 
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Medicine, who will consider the surgical aspects, and Sir Stan- 
ford Cade, C.B.. F.R.C.S.. attending surgeon, Westminster 
Hospital, London, England, who will speak on radiotherapy. 
Physicians and medical students are cordially invited. 


OHIO 

Cancer Symposium.—The second annual cancer symposium will 
be presented Nov. 9 at the Dayton Biltmore Hotel, Dayton, 
under the sponsorship of the Montgomery County Society of 
Cancer Clinic, Montgomery County Medical Society, and 
District Ne. 2 Academy of General Practice. Round-table dis- 
cussions will be on skin cancer, palliative x-ray in cancer, lesions 
of the vulva, malignant tumors in children, bronchogenic car- 
cinoma, and bladder tumors. A social hour and banquet will 
precede the evening meeting at which “Diagnosis and Treatment 
of Palpable Abdominal Tumors in Children” will be presented 
by Dr. C. Marshall Lee, University of Cincinnati College of 
Medicine. 


OREGON 

Personal.— Dr. M. Harlan Cloud. Uniontown, has been ap- 
pointed Fayette County medical director. Dr. Cloud served in 
World War I and was with the armed forces from March, 1941, 
to February. 1946, in Australia and New Guinea. 


State Medical Election.— At the annua! meeting cf the Oregon 
State Medical Society, Dr. Eldon G. Chuinard, Portland, was 
installed as president and Dr. Russell H. Kaufman, Portland, 
was chosen president-elect: Dr. William T. Pollard, Junction 
City, first vice-president: Dr. Clarence L. Gilstrap, La Grande, 
second vice-president: Dr. Almon D. Blanchat, Lebanon, third 
vice-president: Dr. Richard R. Carter, Portland, secretary (re- 
elected): and Dr. Max H. Parrott, Portland, treasurer (reelected). 


University News.—Gifts and grants amounting to $91,408 were 
received at the University of Oregon Medical School, Portland, 
from July 11 through July 29. These include $25,000 from the 
Atomic Erergy Commission to be used by Dr. Edwin E. Osgood, 
head, division of experimental medicine, for continuation of a 
study on the effects of radioisotopes, x-rays, and adrenocortical 
hormones on the blood and $15,000 from the Damon Runyon 
Memorial Fund for Cancer Research in support of a research 
program in malignant melanoma under the direction of Dr. 
Thomas B. Fitzpatrick and Howard S. Mason, Ph.D., of the 
dermatology division. Faculty appointees at the University 
of Oregon Medical School. Portland, include Drs. Remy W. 
Fulsher and Richard W. Franklin, clinical instructors in ob- 
stetrics and gynecology: Dr. William R. Haas, assistant clinical 
professor of medicine: Dr. Sheldon A. Walker, associate clinical 
professor of dermatology and syphilology: Dr. Donald E. 
Tatum, clinical instructor in medicine: Drs. Peter DeWitt and 
William M. Garnjobst, clinical instructors in surgery; Drs. Ed- 
ward L. Hendricks and Brace I. Knapp, clinical instructors in 
pediatrics: Dr. James H. Austin, associate in neurology; Dr. 
Eggert T. Feidsted, assistant professor of radiology; and Dr. 
Donald M. Pitcairn, insirucior in medicine. 


PENNSYLVANIA 

Society News.—The Pittsburgh Roentgen Society recently 
elected Dr. Joseph E. Malia, Pittsburgh. president; Dr. Erwin 
Beck, Pittsburgh, vice-president: Dr. Norman B. Tannehill, Pitts- 
burgh, secretary; and Dr. Harrison H. Richardson, Rochester. 
aS treasurer. The first meeting of the Industrial Medical 
Association of Pittsburgh, newly formed component society of 
the Industria! Medical Association, was held at Mellon Institute 
May 13. The local section includes the tristate area of western 
Pennsylvania, eastern Ohio, and West Virginia. Dr. J. Huber 
Wagner, chief surgeon, United States Steel Company. president 
of the association, opened the program. Topics discussed in- 
cluded medical! problems in the steel and glass industries, clinical 
laboratory methods, the relationship of hypertension to industry, 
and ventricular fibrillation following exposure to the common 
solvents. 
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Philadelphia 

New Director of Phipps Institute —Dr. Julius Lane Wilson, 
director of clinics at the Henry Phipps Institute and professor 
of medicine, University of Pennsylvania School of Medicine, 
has been appointed director of the institute to succeed Dr. 
Esmond R. Long, who retired July 1. Dr. Wilson was medical 
director of the Ochsner Clinic, New Orleans, from 1946 to 
1950 and head of its section on chest diseases from 1942 to 
1952. He was an assistant professor of medicine at Yale Univer- 
sity School of Medicine, New Haven, Conn., from 1934 to 1938 
and professor of clinical medicine at Tulane University of 
Louisiana School of Medicine, New Orleans, from 1947 until 
he came to Pennsylvania in 1952. He is a past-president of the 
Louisiana Tuberculosis Association, the Southern Tuberculosis 
Conference, and the American Trudeau Society. 


Nutritional and Metabolic Considerations in Disease.—A confer- 
ence on nutritional and metabolic aspects in disease will be held 
at the College of Physicians in Philadelphia Nov. 9, 1:30-4:30 
p. m., under the sponsorship of commissions on nutrition of 
the Medical Society of the State of Pennsylvania, the Phila- 
delphia County Medical Society, and the National Vitamin 
Foundation. Drs. Michael G. Wohl, Philadelphia, and Robert S. 
Goodhart, New York, will preside at the conference. Par- 
ticipants will include Drs. Norman H. Jolliffe, New York: Irvine 
H. Page, Cleveland; Douglas Gordon Campbell, San Francisco; 
and Isidor S. Ravdin and Robert G. Ravdin, Philadelphia. Dr. 
William H. Sebrell, New York, will address the dinner meeting 
at the Barclay Hotel. The conference will be accepted by the 
American Academy of General Practice for a maximum of five 
hours credit (category 2). 


UTAH 

State Medical Election—Newly elected officers of the Utah 
State Medical Association include: Dr. R. O. Porter, Logan, 
president: Dr. James Z. Davis, Salt Lake City, president-elect; 
Dr. Donald M. Moore, Ogden, secretary; Mr. Harold Bowman, 
Salt Lake City, executive secretary; and Dr. Alan P. Macfarlane, 
Salt Lake City, treasurer. 


WISCONSIN 


Cancer Meeting at Madison.—A discussion on cancer, co- 
sponsored by the University of Wisconsin, University Hospitals, 
and the Wisconsin division of the American Cancer Society, will 
be held Nov. 12 at Madison from 9 a. m. until noon. The 
sessions will include office laboratory procedures, office biopsy 
techniques, cancer follow-up examinations, colostomy care, 
terminal care, and a research symposium on “What's Going 
on in Cancer Research?” Discussions will be followed by a 
luncheon (wives invited). Tickets for the Wisconsin-Illinois foot- 
ball game Saturday afternoon may be obtained at $3.60 per ticket 
by writing Dr. Robert J. Samp, Tumor Clinic, University Hos- 
pitals, Madison 6. No more than two tickets are allowed per 
applicant. Check should be made payable to the Wisconsin 
Athletic Association. There is no fee attached to the meeting 
or the luncheon, but advance registration is required. 


Dearholt Days.—Dr. J. Burns Amberson Jr., professor emeritus 
of medicine at Columbia University College of Physicians and 
Surgeons, New York, has been chosen as the 1955 Dearholt 
Days speaker. Dr. Amberson, who inaugurated the annual Dear- 
holt Days lectures of the Wisconsin Anti-Tuberculosis Associ- 
ation in 1940, is a past-president of both the American Trudeau 
Society and the National Tuberculosis Association. He will 
discuss “The Behavior of Tuberculosis Under Present Day 
Treatment” before the faculty and students of the Marquette 
University School of Medicine (auditorium, 561 N. 15th St., 
Milwaukee) at 3 p. m., Nov. 7, and before the faculty and 
students of the University of Wisconsin Medical School (audi- 
torium, Service Memorial Institute, North Charter Street, 
Madison) at 3 p. m., Nov. 8. That evening at 8 p. m., he will 
discuss before the Dane County Medical Society the subject, 
“Prompt Diagnosis of Pulmonary Disease.” The meeting will be 
held at the Veterans Administration Hospital, 2500 Overlook 
Terrace, Madison. Guests from other counties are invited. 
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Meeiing on Exceptional Children.—The International Council 
for Exceptional Children, a department of the National Edu- 
cation Association, will meet Nov. 9-12 in Nashville, Tenn. 
Topics for discussion include: the severely mentally defective; 
status of physically handicapped; anoxia and mental retardation; 
epilepsy; and cerebral palsy. Dr. Henry H. Kessler, Newark, 
N. J., will speak at the president’s dinner Tuesday night. 


Meeting on Arteriosclerosis—The American Society for the 
Study of Arteriosclerosis will hold its ninth annual meeting at 
the Sheraton Hotel, Chicago, Nov. 6-7, under the presidency 
of Dr. Louis N. Katz, Chicago. In all, 36 papers will be pre- 
sented. Dr. Wilhelm C. Hueper, National Cancer Institute, 
Bethesda, Md., the guest lecturer at luncheon Sunday, 12 noon, 
will discuss “The Relationship Between Arteriosclerosis and 
Cancer.” The presidential address will be delivered Sunday at 
2:20 p. m. A cocktail party is scheduled for Sunday, 6:30 p. m., 
and a luncheon for Monday, 12 noon. 


Meeting on Cytology.—The Inter-Society Cytology Council will 
hold its third annual meeting at the Statler Hotel, Cleveland, 
Nov. 11-12. Dr. Cyrus C. Erickson, Memphis, Tenn., will serve 
as chairman for the session on new advancements in cytology, 
and Dr. Emerson Day, New York, will be chairman of the 
session on applied cytology. Three round-table discussions have 
been scheduled for Saturday morning. Saturday afternoon Dr. 
Saul B. Gusberg, New York, will moderate a symposium, 
“Problems of Early Endometrial Cancer.” Physicians, medical 
students, and technicians are cordially invited to attend. 


Meeting on Epilepsy.—The Western Institute on Epilepsy and 
the Western Society of Electroencephalography will meet Nov. 
10-12 at the Hotel Westward Ho, Phoenix, Ariz., under the joint 
sponsorship of the American Academy of General Practice, 
Arizona chapter, and the University of Utah School of Medicine, 
Salt Lake City. Dr. Wilder G. Penfield, director, Montreal 
(Canada) Neurological Institute, will be the guest speaker. A 
seminar on epilepsy will be held Thursday; clinical and research 
aspects of electroencephalography will be considered Friday; 
and the social, educational, and employment aspects of epilepsy 
will be discussed Saturday. Dr. John R. Green, Phoenix, Ariz., 
is president of the institute and the society. 


Medical Society Executives Conference.—The Medical Society 
Executives Conference will be held Sunday, Nov. 27, at the 
Parker House, Boston, preceding the A. M. A. Clinical Meeting, 
which opens Nov. 29. After the all-day program, there will be 
a shore dinner at the Harvard Club (cocktail hour at 6 p. m.). 
Reservations for the luncheon ($3.50) and for the dinner ($5.50) 
are essential and must be received with a check by Nov. 15. 
Address Everett R. Spencer Jr., % Massachusetts Medical 
Society, 22 Fenway, Boston 15, Mass. Members desiring to 
room at the Parker House during the A. M. A. Clinical Session 
should write at once to Convention Bureau, Boston Chamber of 
Commerce, 80 Federal St., Boston, indicating that they are mem- 
bers of the Medical Society Executives Conference and giving 
time of arrival. 


Grants for Faculty Members.—The John and Mary R. Markle 
Foundation, 511 Fifth Ave., New York, will continue for the 
ninth year its program of five year grants for medical school 
faculty members. These grants were set up to offer academic 
security and financial help to medical school faculty members 
beginning careers in academic medicine. During the eight years 
of the program, the fund has appropriated $4,600,000 toward 
the support of 158 doctors in 66 medical schools in the United 
States and Canada. It is anticipated that about 20 appointments 
will be made in 1956. The dean of every medical school in the 
United States and Canada is invited to nominate a candidate 
on or before Dec. 1. The five year grants will be made at the 
rate of $6,000 annually to the medical school in which the 
scholar will teach and conduct research. 


Military Surgeons Meet in Washington.—The Association of 
Military Surgeons of the United States will hold its annual con- 
vention at the Hotel Statler, Washington, D. C., Nov. 7-9, under 
the presidency of Major Gen. Joseph I. Martin, M. C., U. S. 
Army, special assistant to the surgeon general, department of 
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the Army. After the presidential address Monday, 9:30 a. m., 
welcoming remarks will be made by Dr. Frank B. Berry, Assist- 
ant Secretary of Defense (Health and Medical). The themes of 
the meeting include “Medical Effects of Nuclear Warfare”; 
“Principles of Care of Mass Casualties”; and “Organization for 
the Management of Mass Casualties.” Federal Civil Defense 
Administrator Val Peterson will be the speaker at the honors 
night dinner Wednesday, 7:30 p. m., at which the Sir Henry 
Wellcome medal and prize, the Gorgas medal, the Stitt award, 
the McLester award, the Louis Livingston Seaman prize, and 
the Founder’s medal will be presented. 


Christmas Seal Sale.—On Nov. 16 the National Tuberculosis 
Association will open its campaign for funds to support the 
3,000 affiliated tuberculosis associations. The association points 
out that there are 400,000 persons with active tuberculosis in 
the United States and 800,000 persons with the disease in an 
inactive chronic phase; that 100,000 persons are being attacked 
by the disease each year; and that tuberculosis is costing this 
country 620 million dollars a year, largely in tax money. The 
work of the association and its affiliates is carried out on four 
major fronts (health education, case-finding, rehabilitation, and 
medical research) and is made possible by the annual sale of 
Christmas seals from which the associations derive their prin- 
cipal income. Of the funds collected during the sale, 94% is 
spent for work within the territory of the local and state associ- 
ations and the remainder is sent to the National Tuberculosis 
Association to support its activities, including medical research. 


Outbreaks of Encephalitis—Dr. Albert L. Marshall, Indiana 
Department of Health, recently reported 12 cases of encephalitis, 
with six deaths, mainly in persons 60 years of age and over in 
a community in the extreme southwestern part of the state. The 
area was infested with mosquitoes, and numerous mosquito 
breeding places were found in open ditches and a nearby lagoon. 
Laboratory examination of blood specimens from two cases in- 
dicated the presence of a St. Louis type of infection. According 
to the U. S. Public Health Service, a comparatively large number 
of localized outbreaks of encephalitis in different parts of the 
country were reported in both man and animals during August 
and September. One of the first to be reported was an outbreak 
of encephalomyelitis among horses in the Taunton Valley area 
of Massachusetts. Subsequently, it was found that captive 
pheasants in Massachusetts, Rhode Island, and Connecticut were 
also involved in outbreaks. The infection has also been reported 
in pheasants in New Jersey. Equine encephalomyelitis was re- 
ported in North Carolina, South Carolina, Florida, Alabama, 
Mississippi, and Louisiana. 


International Medical Assembly.—The Interstate Postgraduate 
Medical Association of North America will meet Nov. 14-17 at 
the Municipal Auditorium, Milwaukee, under the presidency of 
Dr. Charles W. Mayo, Rochester, Minn. The sessions will open 
Monday at 8:25 a. m. with an address of welcome by Dr. David 
V. Elconin, president, Medical Society of Milwaukee County. 
At 8 p. m. Drs. Warren H. Cole, Walter L. Palmer, and Warren 
W. Furey, Chicago, will present a panel on “Ulcers and Cancer 
of the Stomach.” A panel on multiple sclerosis, Tuesday 4 p. m., 
will have as collaborators Drs. Pearce Bailey, Bethesda, Md., 
Roland P. MacKay, Chicago, and Francis J. Millen, Milwaukee, 
and will be followed by a clinic on intestinal obstruction by Dr. 
Rudolf J. Noer, Louisville, Ky. At 7:30 p. m. Dr. Andrew J. 
Rhodes, Toronto, Canada, will present “Diagnosis of Virus 
Diseases, with Special Reference to Tissue Cultures,” after which 
Dr. Franklin G. Ebaugh, Denver, will discuss “The Use and 
Abuse of Sedative Drugs.” The evening program will conclude 
with a panel on diverticulitis by Drs. Richard B. Cattell, Boston, 
Leon Schiff, Cincinnati, and S. Archibald Morton, Milwaukee. 
A symposium on trauma, Wednesday 2 p. m., will have as 
participants Drs. Richard W. Zollinger, Columbus, Ohio, 
George J. Curry, Flint, Mich., and E. Henry Botterell, Toronto, 
Canada. The speaker at the dinner in the Hotel Schroeder 
Wednesday, 7 p. m., will be Dr. Mayo, who will discuss “The 
Role of Medicine and Doctors in International Affairs.” Dr. 
Alton Ochsner, New Orleans, president-elect, Interstate Post- 
graduate Medical Association, will be presented preceding a 
program of dances, songs, and music of various nations, which 
will be provided by the department of municipal recreation and 
adult education of the Milwaukee Public Schools, 
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Meeting of Cardiologists—The fourth interim meeting of the 
American College of Cardiology will convene at the Hotel 
Claridge, Memphis, Tenn., Nov. 10-12, under the presidency 
of Dr. Walter S. Priest, Chicago. After the presidential address 
Thursday, 8:30 p. m., Dr. Arthur Grollman, professor of medi- 
cine, Southwestern Medical School of the University of Texas, 
Dallas, will discuss “Ihe Physiopathology of Hypertension.” 
Friday morning will be devoted to a symposium on rheumatic 
fever (Dr. Milton S. Saslaw, Miami, Fla., moderator); Friday 
afternoon to a symposium on rheumatic heart disease (Dr. 
Robert Quinn, Nashville, Tenn., moderator); and Saturday 
morning to a symposium on peripheral vascular diseases (Dr. 
F. Stanley Morest, Kansas City, Mo., moderator). Eight fireside 
conferences have been scheduled for Saturday afternoon. Dr. 
I. Frank Tullis, Memphis, Tenn., and Dr. Robert P. Glover, 
Philadelphia, will serve as moderators. The social program in- 
cludes a reception and banquet Friday evening, a visit to the 
Memphis Museum of Art Saturday afternoon, a four hour boat 
trip Saturday evening, and a yacht cruise up the Mississippi 
River Sunday morning, followed by lunch at the Hotel Claridge. 


CORRECTION 


Film on Toxemia of Pregnancy.—In the review of the motion 
picture entitled Toxemia of Pregnancy in THE JOURNAL, Oct. 15, 
1955, page 709, it should be stated that this film is procurable 
from Irwin, Neisler & Company, Decatur, III., instead of Mervin 
LaRue, Inc. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NaTionat Boarp oF Mepicat ExaAMiners: Various Centers, April 24-25 
(Part 11); June 19-20 (Parts I and 11); September 4-5 (Part 1). Candi- 
dates may file applications at any time but they must be received at 
least six weeks before the date of the examination for which application 
is made. New candidates should apply by formal registration; registered 
candidates may notify the board, indicating desired location, date and 
candidate number. Ex. Sec., Dr. John P. Hubbard, 133 South 36th St., 
Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination Montgomery, June 19-21. Sec., Dr. D. G. Gill, 
State Office Bldg., Montgomery. 

ARKANSAS:* Examination. Litthe Rock, Nov. 10-11. Sec., Dr. Joe Verser, 
Harrisburg. 

CALIFORNIA: Oral and Clinical Examinations for Foreign Medical School 
Graduates. San Francisco, Nov. 13. Oral Examination for Reciprocity 
Applications. San Francisco, Nov 12. Sec., Dr. Louis E. Jones, Room 
536, 1020 N St., Sacramento. 

CoLoraDO:* Examination. Denver, Dec. 6-7. Final date for filing applica- 
tion is Nov. 4. Exec. Sec., Mrs. Beulah H. Hudgens, 831 Republic 
Bldg., Denver 2. 

CONNECTICUT:* Regular. Examination. Hartford, Nov. 8-10. Sec., Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Derby, 
Nov. 8-19. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DELAWARE: Examination. Dover, Jan. 10-12. Reciprocity. Dover, Jan. 19. 
Sec., Dr. Joseph S. McDaniel, Dover. 

District oF CoLtumMBIA:* Reciprocity. Washington, Dec. 12. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Washington 6. 
Fioripa:* Examination. Miami Beach, Nov. 20-21. Sec., Dr. Homer L. 

Pearson, 901 N. W. 17th St., Miami. 

GeorGIA: Examination and Reciprocity. Atlanta, June. Sec., Mr. R. C. 
Coleman, 111 State Capitol, Atlanta. 

IDAHO: Examination and Reciprocity. Boise, Jan. 9-11. Exec. Sec., Mr. 
Armand L. Bird, 364 Sonna Bldg., Boise. 

ILtinois: Examination and Reciprocity. Chicago, Jan. 24-26. Supt. of 
Regis., Mr. Frederic B. Selcke, Capitol Building, Springfield. 

INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:* Examination. Des Moines, Dec. 5-7. Ex. Sec., Mr. Ronald V. 
Saf, State Office Bldg., Des Moines. 

Kansas: Examination and Endorsement. Topeka, Dec. 7-8. Sec., Dr. 
Lyle F. Schmaus, New Brotherhood Bldg., Kansas City. 

KENTUCKY: Examination. Louisville, Dec. 5-7. Asst. Sec., Mr. R. F. Dixon, 
620 S. 3rd St., Louisville. 

Marne: Examination and Reciprocity. Portland, Noy. 8-9. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MARYLAND: Examination. Baltimore, Dec. 13-16. Exec. Sec., Miss Hannah 
A. McCarthy, 1215 Cathedral St., Baltimore 1. 

MICHIGAN:* Examination. Ann Arbor and Detroit, June 13-15 (Tentative). 
Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 
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’ MINNESOTA:* Examination. Minneapolis, Jan. 18-20. Sec., Dr. F. H. 


Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. N. Whit- 
field, State Board of Health, Jackson. 

MONTANA: Examination and Reciprocity. Helena, April 3-4. Sec., Dr. S. A. 
Cooney, 7 West 6th Ave., Helena. 

NEBRASKA:* Examination, Omaha, June 18-20. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, 1009 State Capitol Bldg., Lincoln. 

NevaDA:* Examination and Reciprocity. Reno, Jan, 3. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 

New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 21-22. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New HaAmpsuire: Examination and Endorsement. Concord, March 14. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New York: Examination. Albany, Buffalo, Syracuse and New York, Feb. 
7-10. .Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

NortH Dakota: Examination. Grand Forks, Jan. 4-6. Reciprocity. Grand 
Forks, Jan. 7. Sec., Dr. C. J. Glaspel, Box 228, Grafton. 

Outro: Examination. Columbus, Dec. 15-17. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia, January. Acting Sec., Miss 
Marguerite G. Steiner, Box 911, Harrisburg. 

Rwopve IStANp:* Examination, Providence, Jan. 5-6. Admin. of Profes- 
sional Education, Mr. Thomas B. Casey, Room 366, State Office Bldg., 
Providence 2. 

Soutw Carona: Examination, Columbia, Nov. 7. Sec., Mr. N. B. Hey- 
ward, 1329 Blanding St., Columbia. 

SoutH Daxkota:* Examination. Sioux Falls, Jan, 17-18. Exec. Sec, Mr. 
John C. Foster, 300 First National Bank Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, Dec. 21-22. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

Texas:* Examination and Reciprocity. Galveston, Dec. 1-3. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Utan: Reciprocity, Salt Lake City, Nov. 15. Examination. Salt Lake City. 
July. Director, Mr. Frank E. Lees, 324 State Capitol Bldg., Salt Lake 
City 1 

VirGinia: Examination. Richmond, Dec. 7-9. Reciprocity. Richmond, 
Dec. 6. Final date for filing application is Nov. 21. Address the Secre- 
tary, 631 First St. S.W., Roanoke. 

West VirRGINIA: Examination and Reciprocity. Charleston, Jan. 9-11. 
Sec., Dr. Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 

WISCONSIN:* Reciprocity and Examination. Madison, Jan. 10-12; Reci- 
procity, Madison, Spring; Reciprocity and Examination. Milwaukee, 
July 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office Bidg., 
Madison. 

WYOMING: Examination and Endorsement. Cheyenne, Feb. 6. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

GuaM. The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 
Hawau: Examination. Honolulu, Jan. 9-12. Sec., Dr. I. L. Tilden, 1020 

Kapiolani, St., Honolulu. 

VIRGIN ISLANDS: Examination and Endorsement. St. Thomas, Nov. 8-9. 

Sec., Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARIZONA: Examination and Reciprocity. Tucson, Dec. 20. Sec., Dr. H. 
D. Rhodes, University of Arizona, Tucson. 

District oF CoLuMBIA: Examination. Washington, April 23-24. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Wash- 
ington 6. 

FLoripa: Examination. Gainesville, Nov. 5. Sec., Mr. M. W. Emmel, 
Box 340, Gainesville. 

MICHIGAN: Examination. Detroit and Ann Arbor, Feb. 10-11. Sec., Mrs. 
Anne Baker, 410 W. Michigan Ave., Lansing 15. 

MINNESOTA: Examination. Minneapolis, Jan. 3-4. Sec., Dr. Raymond N. 
Bieter, 126 Millard Hall, University of Minnesota, Minneapolis. 
NeEvaDa: Examination. Reno, Jan. 3. Sec., Dr. Donald G. Cooney, Box 

9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, Jan. 15. Sec., Mrs. Marguerite 
Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Mar. 30-31. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 

OREGON: Examination. Portland, Dec. 3; March 3; June 2, Sept. 8 and 
Dec. 1. Dr. Earl M. Pallett, Sec., State Board of Higher Education, 
Eugene. 

RHODE ISLAND: Examination. Providence, Nov. 16. Admin. of Professional 
Regulation, Mr. Thomas B. Casey, Room 366, State Office Bldg., 
Providence. 

SoutTH Dakota: Examination. Vermillion, Dec. 2-3. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

Texas: Examination. Galveston, Dallas, and such other locations as are 
warranted, April. Sec., Bro. Raphael Wiison, 407 Perry-Brooks Bldg., 
Austin. 

WISCONSIN: Milwaukee, Dec. 3. Final date for filing application is Nov. 
25. Madison, Apr. 7. Final date for filing application is Mar. 30. Sec., 
Dr. W. H. Barber, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board, Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 Nortb 
Dearborn St., Chicago 10, Secretary 


1955 Clinical Meeting, Boston, Nov. 29-Dee. 2. 


1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 


NATIONAL Pustic RELATIONS CONFERENCE, Hotel Statler, Boston, 
Nov. 28. Mr. Leo F. Brown, 535 N. Dearborn St., Chicago 10, Director. 


AMERICAN ACADEMY OF DERMATOLOGY AND SyYPHILOLOGY, Palmer House, 
Chicago, Dec. 3-8. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GyNecoLtoGy, Conrad Hilton 
Hotel, Chicago, Dec. 13. Dr. C. Paul Hodgkinson, 116 South Michigan 
Blvd., Chicago, Secretary. 

AMERICAN ASSOCIATION OF BLOOD BANks, Palmer House, Chicago, Nov 
19-21. Miss Marjorie Saunders, 3707 Gaston Ave., Dallas 10, Texas, 
Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY INTERIM MEETING, Hotel Claridge, 
Memphis, Tenn., Nov. 10-12. Dr. Philip Reichert, Empire State Bidg., 
New York 1, Secretary. 

AMERICAN COLLEGE OF PREVENTIVE Mepicine, Kansas City, Mo., Nov. 
16-17. Dr. T. Paul Haney, 521 North Boulder St., Tulsa, Okla., 
Secretary. 

AMERICAN LEAGUE AGAINST EPILEPSY, Roosevelt Hotel, New York, Dec. & 
Dr. Peter Kellaway, Baylor University College of Medicine, Houstoa 
2%, Tex., Secretary. 

AMERICAN Mepical WOMEN’S Association, Board Meeting, Netherlands- 
Plaza Hotel, Cincinnati, Nov. 11-13. Miss Lillian T. Maijally, 1790 
Broadway, New York 19, Executive Secretary. 

AMERICAN Pustic Heat tH Association, Muehlebach Hotel and Municipal! 
Auditorium, Kansas City, Mo., Nov. 14-18. Dr. Reginald M. Atwater, 
1790 Broadway, New York 19, Executive Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Interim Session, National Institutes 
of Health, Bethesda, Md., Dec. 9. Dr. Edward F. Hartung, 580 Park 
Ave., New York 21, Secretary. 

AMERICAN SCHOOL HEALTH ASSOCIATION, Hotel President, Kansas City, 
Mo., Nov. 14-18. Dr. A. O. DeWeese, 515 East Main St., Kent, Ohio, 
Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Sheraton, 
Chicago, Nov. 6-7. Dr. O. J. Pollak, P.O. Box 228, Dover, Del., 
Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE U, S., Hotel Statler, Wash- 
ington, D. C., Nov. 7-9. Colonel Robert E. Bitner, 1726 I St. N.W., 
Washington 6, D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 9-10. Dr. Clarence C. Hare, 710 West 
168th St., New York 32, Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFricers, Hotel Wash- 
ington, Washington, D. C., Nov. 6-12. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

EASTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Hotel 
Warwick and College of Physician’s Building, Philadelphia, Dec, 2-3. 
Dr. Charles R. Shuman, Temple Univ. Hospital, Broad and Ontario 
Sts., Philadelphia 40, Chairman. 

INDUSTRIAL HYGIENE FOUNDATION OF AMERICA, Mellon Institute, Pitts- 
burgh, Nov. 16-17. Dr. C. Richard Walmer, Mellon Institute, Pittsburgh 
13, Managing Director. 

INTER-SocrETY Cy1OLOGy CounciL, Statler Hotel, Cleveland, Nov. 11-12. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Municipal Auditorium, Milwaukee, Nov. 14-17. Mr. Roy T. Ragatz, 
207 Gay Bldg., Madison 3, Wis., Executive Director. 

Mepicat Society EXECUTIVES CONFERENCE, Parker House, Boston, Nov, 
27. Mr. H. Martin Baker, 1102 South Hillside, Witchita 17, Kansas, 
Secretary. 

New ENGLAND HEALTH EDUCATION ASSOCIATION, Boston, Dec. 2. Miss 
Wyntha Tompkins, Middlesex Health Association, Essex, Mass., Secre- 
tary. 

PuerR1TO Rico MEeDpDIcAL ASSOCIATION, Santurce, Dec. 7-11. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 

RADIOLOGICAL SOCIETY OF NORTH AMERICA, Palmer House, Chicago, Dec. 
11-16. Dr. Donald S. Childs. 713 E. Genesee St., Syracuse 2, N. Y., 
Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Newark, N. J., Nov. 9. Dr. Edward C. Klein Jr., 6 5S. Kingsman Rd., 
South Orange, N. J., Governor. 

PritspurGH, Nov. 10, Dr. Frank J. Gregg, 3700 Fifth Ave., Pittsburgh 
13, Governor. 
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Cincinnati, Nov. 17. Dr. Charles A. Doan, Ohio State University 
College of Medicine, Columbus 10, Ohio, Governor. 

Battimore, Nov. 19. Dr. R. Carmichael Tilghman, 6 East Eager St.. 
Baltimore 2, Governor. 

Vancouver, B. C., Nov. 19. Dr. H. A. DesBrisay, 925 West Georgia 
St., Vancouver, B. C., Governor. 

Detroit, Dec. 3. Dr. H. Marvin Pollard, 1313 East Ann St., Ann Arbor, 
Mich., Governor. 

Hor Sprincs, Ark., Dec. 3. Dr. A. A. Blair, 100 S. 14th St., Ft. Smith, 
Ark., Governor. 

WINSTON-SALEM, N. C., Dec. 8 Dr. Elbert Persons, Duke Hospital, 
Durham, N. C., Governor. 

Society OF CLINICAL SURGERY, Hotel Roosevelt, New Orleans, Nov. 11-12, 
Dr. Frank F. Allbritten Jr., University of Kansas Medical Center, 
Kansas City, Mo., Secretary. 

SOUTHERN Mepicat Association, Shamrock Hotel, Houston, Texas, Nov. 
14-17. Mr. V. O. Foster, 1020 Empire Bldg., Birmingham 3, Ala.. 
Secretary-Manager. 

SOUTHERN Society OF Cancer CytTotoGy, Houston, Texas, Nov. 14-17 
Dr. J. Ernest Ayre, 1155 N.W. 14th St., Miami, Fla., Secretary. 

SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., 
Dec. 6-8. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, Secre- 
tary. 

SOUTHERN THORACIC SURGICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, W. Va., Dec. 2-5. Dr. Hawley H. Seiler, 442 West 
Lafayette St., Tampa 6, Fla. 

SOUTHWESTERN MEDICAL ASSOCIATION, Westward Ho Hotel, Phoenix, Ariz.. 
Nov. 16-18. Dr. Celso C. Stapp, 800 Montana St., El Paso, Texas, 
Secretary. 

Stare Mep:cat JOURNAL CONFERENCE, Chicago, Nov. 7-8. Mr. Alfred J. 
Jackson, §35 N. Dearborn St., Chicago 10, Director. 

WersteRN OrTHOPEDIC ASSOCIATION, The Reef, Honolulu, Hawaii, Nov. 
7-10. Dr. Ivar J. Larsen, 1133 Punchbowi, Honolulu) 13, Hawaii, 
Secretary. 

WESTERN Soctery OF Westward Ho Hotel, 
Phoenix, Ariz., Nov. 10-12. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 

WESTERN SURGICAL perigee Olympic Hotel, Seattle, Dec. 1-3. Dr, 
John T. Reynolds, 612 N. Michigan Blvd., Chicago 11, Secretary. 


FOREIGN AND INTERNATIONAL 

Att InpiA MEpicat CONFERENCE, Jaipur, India, Dec. 26-28. Dr. B. N. 
Consul, Association Bidg., S.M.S. Hospital Premises. Jaipur, India, 
Organizing Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Rome, Italy, Apr. 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°", France, Secretary-General. 

CONGRESS OF INIERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Pereilo, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Statler, 
Boston, Mass., U.S.A., Sept. 3-8, 1956. Dr. W. C. Moloney, 39 Bay 
State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF LATIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, May 1956. Prof. 
Umberto Serafini, Largo delia Gancia 5, Rome, Italy, Secretary- 
General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 

EUROPEAN SYMPOSIUM ON VITAMIN By, Hamburg, Germany, May 1956. 
For information write: Doz. Dr. H. Bauer, Nervenklinik. Hamburg- 
Eppendorf, Germany. 

INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMY OF PATHOLOGY, Cincinnati, Ohio, U. S. A,, 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre }’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 

INTEKNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A, 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7*, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Scl1- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St., 
Chicago 11, Illinois, U. S. A., Executive Director. 
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INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bldg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 

INTERNATIONAL CONGRESS FOR THE History OF SCIENCE, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF Hypbatip Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNAL MeEpicinge, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J, Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Hlinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF NEO-HiPppOcCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 


INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Cambridge, England, June 25-29, 1956, 
For information address: Dr. Joseph Edwards, Production Division, 
Milk Marketing Board, Thames Ditton, Surrey, England. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS OF WoRLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physical 
Therapy Association, 1790 Broadway, New York 19, New York, U.S.A. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept 6-12, 
1956. For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISIS AND OBSTETRICIANS, 
Madrid, Spain, Sept, 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and QO), France, Permanent International 
Secretary-General. 

LATIN AMERICAN CONGRESS OF PATHOLOGY, Mexico, D. F., Mexico, Dec. 
11-17. For information address: Laboratorio de Anatomia Patologica, 
Instituto N. de Cardiologia, Avenida Cuauhtemoc 300, Mexico 7, D. F., 
Mexico. 

LATIN AMERICAN CONGRESS OF PHYSICAL MEDICINE, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Cassius Lopez de 
Victoria, 176 East 7ist St., New York 21, New York, U. S. A., Exec- 
utive Director. 

NorTH QUEENSLAND MepIcAL CONFERENCE, Cairns, North Queensland, 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.O Box 67 
Cairns, N.Q., Australia, Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Arturo Martinez, 
54 East 72d St., New York 21, New York, U. S. A., Secretary. 

PAN AMERICAN CONGRESS OP GASTROENTEROLOGY, Havana, Cuba, Jan. 20- 
27, 1956. For information address: Dr. Norberto M. Stapler, 1267 
J. E. Uriburu, Buenos Aires, Argentine, S. A. 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan, 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Ot. 74, Santiago, Chile, 
Secretary General. 


PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, San Juan, Puerto Rico, March 8-12, 1956. Dr. C. E. Munoz 
MacCormick, Apartado 9111, Santurce, Puerto Rico, Secretary General, 


PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 


VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. A., 
Noy. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 


WoRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof, G. Tesauro, 8. Andrea della Dame, 
19, Naples, Italy. 

WoRLD MEDICAL ASSOCIATION, Havana, Cuba, Oct, 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. S. A,, 
Secretary-General, 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, Novy. 14 

NBC-TV, 11 a. m. to 12 noon EST. “Medical and Health 
News with Howard Whitman,” a segment of the “Home” 
program. 
ABC-TY, 9:30 p. m. EST. “Medical Horizons” takes its 
cameras to the Buffalo General Hospital, University of 
Buffalo School of Medicine, for a report on recent develop- 
ments in the treatment of arthritis. 


MAGAZINES 
Life, Oct. 31, 1955 

“A Plea Against Blind Fear of Cancer,” by George Crile Jr., 

M.D. 

Dr. Crile argues that cancer education programs have cre- 
ated an excessive public fear of the disease, whereas a more 
positive campaign would create an acceptance untouched 
by hysteria. This controversial article, however, is accom- 
panied by a statement from the officers of the A. M. A., 
National Cancer Institute, and the American Cancer Society 
contradicting Dr. Crile’s charges. Early diagnosis and 
successful treatment is dependent upon an alert public, they 
report, and his philosophy accents fatalism rather than 
hope. 
Life, Oct. 22, 1955 

“Dedicated Man in His Three Jobs” 

Doctor-mayor-preacher Charles Henner is credited in this 
picture-report with revitalizing the moribund community 
of Santa Anna, Texas, through his professional, civic, and 
religious leadership. 

“Deep in the Dirt of Texas” 

“Uranium sitting” has become a big business where cure- 
seekers bathe in allegedly radioactive soil at $2 a “treat- 
ment.” 

Good Housekeeping, November, 1955 

“The Obese Child,” by L. Emmett Holt Jr., M.D. 

Dr. Holt points out that the difference between the fat 
child and the one with normal weight is appetite, and he 
discusses the environmental and psychological forces that 
affect it. 

Look, Nov. 15, 1955 

“A Sister from Maryknoll Becomes a Doctor,” by Roland H. 

Berg 
Fourth-year medical student Sister Maria Fidelis is pictured 
in her clinical studies at Marquette University, where she 
is preparing for medical missionary work. 

Ladies’ Home Journal, November, 1955 

“Cystic Fibrosis . . . Enemy of Our Children,” by Ronald M. 

Deutsch 
One out of every 1,000 U. S. children will have cystic 
fibrosis, as yet an incurable disease. The article discusses 
the known symptoms and treatments and the advances made 
by researchers seeking a cure. 

McCall's, November, 1955 

“I. Q. Test for Babies,” by Selwyn James 
Child psychologists have developed tests to measure infant 
intelligence. Pictured are obstacles and devices used to 
observe the baby’s reaction. 

“Lourdes, the Facts and the Miracles,” by Ruth Cranston 
The author of the book, from which this article was ex- 
cerpted, reports on the thousands of inexplicable cures 
effected at Lourdes and their certification by reputable 
scientists. 
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GOVERNMENT SERVICES 


NAVY 


Nurse Training Program for Hospital Corps WAVES.—The 
Bureau of Medicine and Surgery and the Bureau of Naval 
Personnel are providing an opportunity for enlisted Hospital 
Corps WAVES to qualify for officer status in the Nurse Corps 
of the Navy. The program should also provide an additional 
source for augmentation of the Nurse Corps. Ten Hospital 
Corps WAVES were approved for enrollment in September, 
1955, in the basic nursing education program at civilian univer- 
sities. 

Applicants must be high school graduates with a standing in 
the upper half of their graduating class, and they must have 
been a member of the Hospital Corps for at least one year, six 
months of which must have been on ward duty engaged in the 
care of patients under the immediate supervision of officers of 
the Nurse Corps. The WAVES selected for this training have 
been discharged from their present enlistments and have re- 
enlisted for six years as hospitalmen, in pay grade E-3, retained 
on active duty in the Naval Reserve. On successful completion 
of the four year course and attainment of a baccalaureate de- 
gree, they will be commissioned ensigns in the Nurse Corps of 
the U. S. Navy, if in all respects qualified, for a period of active 
duty of at least four years. It is anticipated that the program 
will be continued and expanded in ensuing fiscal years. 


Changes Among the Admirals.—Rear Adm. French R. Moore, 
M. C., has reported to the Bureau of Medicine and Surgery, 
where he will relieve Rear Adm. Thomas F. Cooper, M. C., as 
assistant chief for planning and logistics. Admiral Cooper will 
become inspector general of medical department activities on the 
detachment of Rear Adm. H. Lamont Pugh, present inspector 
general. Admiral Pugh is relieving Rear Adm. Leslie O. Stone, 
M. C., on Sept. 30, 1955, as commanding officer of the National 
Naval Medical Center, Bethesda, Md. Admiral Stone retired 
from the naval service on Oct. 1. 


First Woman Doctor Selected as Captain.—Commander 
Gioconda R. Saraniero, M. C., U. S. Navy, is the first woman 
doctor to be selected for promotion to the grade of captain in 
the Medical Corps of the U. S. Navy. Commander Saraniero’s 
selection for promotion to four stripes was announced by the 
Secretary of the Navy on Oct. 15. She is presently on duty at 
the infirmary, headquarters support activities, Naples, Italy. 


Personal. Commander Julius M. Amberson, M. C., now at- 
tached to the Naval Medical School, Bethesda, Md., was com- 
mended by the Secretary of the Navy for outstanding per- 
formance of duty while serving in Task Force Ninety, from 
Aug. 13 to Sept. 23, 1954, during the operation “Passage to 
Freedom,” in which about 100,000 Viet-Namese refugees were 
transported by sea to new homes in southern Indochina. Com- 
mander Amberson was awarded a Bronze Star in lieu of a 
Second Commendation ribbon.—Capt. Theodore Hamilton 
Armstrong, M. C., was placed on the retired list on Sept. 1, 
1955, but continued on active duty as a retired officer. 


ATOMIC ENERGY COMMISSION 


Group from Abroad Tours Atemic Medical Facilities.—Thir- 
teen leading doctors from 12 countries are on a five-week tour of 
atomic medical facilities in the United States. The party includes 
doctors from Burma, Chile, Ecuador, France, Guatemala, 
Indonesia, Lebanon, Luxembourg, Paraguay, Portugal, Uruguay, 
and Turkey. This is the second medical group to make a visit of 
this kind. The project, part of President Eisenhower's atoms-for- 
peace program, is sponsored by the U. S. Atomic Energy Com- 
mission and the Department of State. The American Council of 
Education will be in charge of arrangements. The visitors will 
study atomic medical and research techniques with emphasis on 
cancer research and treatment. 
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Beginning with an official welcome in Washington at the 
American Council of Education and a tour of the National 
Institutes of Health in Bethesda, Md., the schedule for the tour 
is as follows: Oct. 19-25: Chicago Area—Argonne Cancer Re- 
search Hospital, Argonne National Laboratory, Northwestern 
University School of Medicine, and the Veterans Administration 
Research Hospital. Oct. 27-Nov. 1: San Francisco Area—Radio- 
logical Laboratory and the Medical School of the University 
of California and the U. S. Naval Radiological Defense Labora- 
tory. Nov. 7-10: In Boston—Cancer Research Institute of the 
New England Deaconess Hospital, Harvard Medical School, and 
a number of hospitals. Nov. 14-21: New York Area—Brook- 
haven National Laboratory, Sloan-Kettering Institute for Cancer 
Research, Francis Delafield Hospital, and Columbia University 
Medical Center. 


PUBLIC HEALTH SERVICE 


PHS Clarifies Salk Vaccine Regulation in Private Practice.—In 
response to an inquiry from the A. M. A. Washington office, the 
U. S. Public Health Service has clarified one of its regulations 
regarding the relationship between physicians in private practice 
and the Salk poliomyelitis vaccine inoculation campaigns. Under 
the regulations, no public inoculation program in the state, even 
if financed without federal help, may apply the means test to 
determine whether a family can afford to pay for the treatment. 
However, this still does not rule out the use by physicians in their 
private practice of vaccine purchased with U. S. funds. On this 
point PHS states: “The restriction in the act against use of a 
means test... is not applicable to the administration of polio- 
myelitis vaccine by private physicians or nonprofit organizations 
when... not acting as employees or agents of a public agency, 
even though the vaccine may have been purchased with federal 
grant funds.” In this case there would be no charge to the patient 
for the vaccine, but the physician, in setting his private fee for 
his services, would be permitted to apply the means test. Earlier 
PHS had explained that federal funds could be used to pay 
private physicians for their services in performing inoculations 
either in their own offices or in clinics, on a per diem or fee basis, 
with the physician regarded as an employee or “agent” of the 
public agency conducting the campaign. Under these conditions 
there could be no means test, as the treatment would be regarded 
as part of a public program. 


Booklet on Cardiovascular Disease.—The Public Health Service 
has issued a 68-page booklet, “Cardiovascular Disease—Data on 
Mortality, Prevalence and Control Activities.” The booklet con- 
tains 36 tables and provides information on the mortality rate 
and prevalence of cardiovascular-renal disease and on heart dis- 
ease control activities. The booklet, (Public Health Service Pub- 
lication 429), was prepared by the heart disease control program 
of the division of special health services. Single copies are avail- 
able from the heart program. 


CIVIL AERONAUTICS ADMINISTRATION 


Regional Flight Surgeon Needed.—The position of regional flight 
surgeon at the CAA regional office in Kansas City, Mo., is vacant 
and applications to fill this vacancy are now being received. The 
major duties consist of the selection, appointment, and super- 
vision of CAA designated medical examiners for this 11-state 
region, and the adjudication of controversial cases referred to 
him for decision. The position requires some travel in the dis- 
charge of these functions. There is opportunity for maintenance 
of technical and professional proficiency through affiliation with 
medical schools, hospitals, and clinics. 

The successful applicant will be on civil service status and will 
receive a gross annual salary of $10,065 with paid vacations of 
from 13 to 26 working days a year, 13 days of cumulative sick 
leave, and 8 federal holidays. He may supplement his income 
through private practice at off-duty hours. The regular tour of 
duty is eight hours a day, five days a week. Inquiries should be 
addressed to W. R. Stovall, M.D., Chief, Medical Division, 
Civil Aeronautics Administration, Washington 25,D.C. 
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DEATHS 


Solomon, Charles, Brooklyn, N. Y.; born in Brooklyn Feb. 2, 
1896; University and Bellevue Hospital Medical College, New 
York City, 1918; specialist certified by the American Board of 
Internal Medicine; lecturer in medicine, State University of New 
York College of Medicine, New York City; director of graduate 
course in applied pharmacology and therapeutics, Long Island 
University, Brooklyn College of Pharmacy; from 1934 to 1937 
assistant clinical professor of medicine at the Long Island 
College of Medicine; lecturer in pharmacology and therapeutics, 
School of Nursing, Jewish Hospital; attending physician at the 
Jewish Hospital and the Jewish Sanitarium and Hospital for 
Chronic Diseases; a delegate to the United States Pharmacopeial 
Convention of 1950, representing the Medical Society of the 
State of New York: member of Alpha Omega Alpha, medical 
honor society, the Medical Society of the State of New York, 
Brooklyn Society of Internal Medicine, American Pharmaceu- 
tical Association, and the American Association for the Advance- 
ment of Science; fellow of the American College of Physicians; 
author of “Pharmacology, Materia Medica and Therapeutics,” 
“Diet Manual of the Jewish Hospital of Brooklyn,” “Prescription 
Writing and Formulary,” and “Traffic of Health”; died Sept. 15, 
aged 59, of Stokes-Adams disease with ventricular fibrillation. 


Gengenbach, Franklin Paul # Denver; born in Philadelphia 
Oct. 13, 1875; University of Pennsylvania Department of 
Medicine, Philadelphia, 1899; since 1946 professor emeritus of 
pediatrics at the University of Colorado School of Medicine, 
where he was a volunteer faculty member since 1911; an associ- 
ate member of the American Medical Association, serving from 
1919 to 1929 as a member of its Council on Scientific Assembly 
and at one time Secretary, Section on Diseases of Children; 
specialist certified by the American Board of Pediatrics, and 
from 1933 to 1945 a member; member and at one time vice- 
president of the American Pediatric Society; member and past- 
president of the American Academy of Pediatrics; member of 
the advisory committee of the Children’s Bureau of Maternal 
and Child Welfare from 1943 to 1946; member of the National 
Committee on Children in Wartime from 1943 to 1945; served 
during World War I; served on the staffs of the Children’s 
Hospital, where he was past-president of the visiting staff, and 
the Colorado General Hospital, where he was chief of pediatrics 
service and consultant in pediatrics at the Denver Hospital; died 
Aug. 29, aged 79, of cerebral hemorrhage. 


Sauer, William Emil ® St. Louis; born in Evansville, Ill., April 
17, 1875; Washington University School of Medicine, St. Louis, 
1896; in 1945, on account of his retirement, was awarded the 
Distinguished Service professorship of otolaryngology, the first 
appointment of its kind, at St. Louis University School of Medi- 
cine, where for many years he was professor of otolaryngology 
and director of the department; specialist certified by the Ameri- 
can Board of Otolaryngology; member of the American Acade- 
my of Ophthalmology and Otolaryngology, American Laryngo- 
logical Association, American Laryngological, Rhinological and 
Otological Society, and the American Otological Society; fellow 
of the American College of Surgeons; on the staffs of St. Mary’s 
Group of Hospitals, Bethesda Hospital, and St. Luke’s Hospital; 
died Sept. 3, aged 80, of nephrosclerosis and arteriosclerosis. 


Kelley, John Bernard ® Worcester, Mass.; born in Manchester, 
N. H., Aug. 6, 1898; Tufts College Medical School, Boston, 
1925; specialist certified by the American Board of Orthopaedic 
Surgery; fellow of the American Academy of Orthopaedic Sur- 
geons and the American College of Surgeons; member of the 
Association of Military Surgeons of the United States and the 
American Association of Railroad Surgeons; past-president of 
the New York Hospital Alumni Association; served during 
World War I; on the staffs of the Veterans Administration 
Hospital in Rutland Heights, Holden (Mass.) District Hospital, 
Clinton (Mass.) Hospital, Belmont Hospital, and St. Vincent 
Hospital; died Aug. 7, aged 57, of cerebral hemorrhage. 


@ Indicates Member of the American Medical Association, 


Daniels, Lewis Ernest * Detroit; born in Cambridge, Mass., 
May 12, 1886; Harvard Medical School, Boston, 1920; at one 
time assistant professor of obstetrics and gynecology at the 
University of Michigan Medical School in Ann Arbor; specialist 
certified by the American Board of Obstetrics and Gynecology; 
member of the Central Association of Obstetricians and Gyne- 
cologists; past-president of the Michigan Society of Obstetrics 
and Gynecology; member of the Detroit Surgical Society; con- 
sultant and on the staff of the Herman Kiefer, Grace, and Sinai 
hospitals; chairman of the department of obstetrics and gyne- 
cology, and on the attending staff, at the Woman’s Hospital, 
where he died Aug. 8, aged 69, of acute leukemia. 


Goldman, A. Milton ® Rockville Centre, N. Y.; born in Kansas 
City, Mo., Nov. 1, 1892; Harvard Medical School, Boston, 1917; 
specialist certified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology and 
Otolaryngology; fellow of the American College of Surgeons; 
past-president of the Nassau County Society of Ophthalmology; 
member of the New York Academy of Medicine; director of the 
department of ophthalmology at the Meadowbrook Hospital at 
Hempstead; consultant at the Mary Immaculate Hospital in 
Jamaica, where he was past-president of the board of directors 
and consultant at the Nassau Hospital in Mineola and Mercy 
Hospital; died Aug. 26, aged 62, of cancer. 


Neblett, Herbert Clarence ® Charlotte, N. C.: born in Lunen- 
burg, Va., Nov. 20, 1887; Medical College of Virginia, Rich- 
mond, 1914; specialist certified by the American Board of 
Ophthalmology; member of the American Academy of Ophthal- 
mology and Otolaryngology; for many years served in the 
regular U. S. Army and in France with the Army of Occupation 
during World War I; on the staffs of the Good Samaritan and 
Presbyterian hospitals; chief of the department of ophthalmology 
at the Charlotte Memorial Hospital from 1941 to 1945; died 
Aug. 21, aged 67, of coronary occlusion. 


Susnow, David Abram ® San Francisco; born April 20, 1906; 
University of California Medical School, San Francisco, 1930; 
member of the American Proctologic Society; past-president of 
the Proctologic Society of Northern California; fellow of the 
American College of Surgeons; served in the U. S. Naval Reserve 
during World War II; chief of proctology at the Mount Zion 
Hospital; active in the development of the Maimonides Hospital 
and Hebrew Nursing Home, where he served as an officer of 
the board and the executive committee; review editor of Proc- 
tology; died July 20, aged 49, of coronary thrombosis. 


Mendelsohn, Jacob James ® Chicago; born in 1889; Chicago 
College of Medicine and Surgery,- 1912; clinical professor of 
medicine at Stritch School of Medicine of Loyola University; 
past-president of the Chicago Tuberculosis Society; fellow of the 
American College of Chest Physicians; member of the American 
Trudeau Society; medical director of the Fox River Sanitarium 
in Batavia, ll.; attending physician at Louis A. Weiss Memorial 
and Columbus hospitals; attending physician at Cook County 
Hospital, tuberculosis division, from 1912 to 1946; died July 26, 
aged 65, of coronary thrombosis. 


Moriarty, Patrick Maurice ® Chicopee, Mass.; born March 17, 
1891; Georgetown University School of Medicine, Washington, 
D. C., 1913; member of the National Gastroenterological Asso- 
ciation and was awarded a certificate of achievement by the 
organization; served as city physician, welfare department physi- 
cian, school physician, and medical examiner; at his death was 
a member of the school committee; veteran of World War I; 
on the staffs of the Mercy Hospital in Springfield, and Westfield 
(Mass.) State Sanaiorium; died in New England Baptist Hospital, 
Boston, Aug. 3, aged 64, of postoperative complications. 

Dulligan, Peter James ® Brooklyn, N. Y.; born in Worcester, 
Mass., in 1884; Harvard Medical School, Boston, 1911; fellow 
of the American College of Surgeons; past-president of the 
Brooklyn Surgical Society and the Catholic Physicians Guild; for 
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many years on the staffs of St. Mary’s and Greenpoint hospitals; 
consultant in surgery at the St. Charles Hospital in Brooklyn, 
and the St. Charles Hospital in Port Jefferson, N. Y.; named a 
Knight of St. Gregory by Pope Pius XII in recognition of his 
work in charities and hospitals; died July 29, aged 71, of carci- 
noma of the lung. 


Fawcett, George Gifford # South Norwalk, Conn.; born in 1884; 
Cornell University Medical College, New York City, 1915; 
fellow of the American College of Surgeons; former vice-presi- 
dent of the Connecticut State Medical Society and past-president 
of the Norwalk Medical Association; for many years chairman 
of the board of education: formerly vice-president of the Nor- 
walk Tuberculosis and Health Association; member of the state 
committee on industrial health; chief medical examiner for 
Selective Service Board No. 26B during World War Il; on the 
staff of the Norwalk (Conn.) Hospital, where he died Sept. 6, 
aged 71, of cystitis and congestive heart disease. 

Holleb, Herbert Bernard * Merrick, N. Y.: born in Brooklyn, 
N. Y., Jan. 3, 1915; New York University College of Medicine, 
New York City, 1939: certified by the National Board of Medi- 
cal Examiners: specialist certified by the American Board of 
Pathology; member of the College of American Pathologists and 
the American Society of Clinical Pathologists; served as con- 
sultant in pathology at the Veterans Administration Hospital rn 
Northport, N. Y., and pathologist at the Huntington (N. Y.) 
Hospital and the Brunswick General Hospital in Amityville; 
died in Brooklyn June 28, aged 40, of rheumatic heart disease. 


Russell, Walter Adams # Augusta, Maine; born in Somersworth, 
N.H., Oct. 14, 1911: Cornell University Medical College, New 
York City, 1940; interned at the Knickerbocker Hospital in New 
York City; formerly resident at the New York Hospital and 
Memorial Hospital in New York City; served during World 
War II; member of the American College of Radiology; roent- 
genologist at the Veterans Administration Hospital in Togus; 
on the staffs of the Augusta State and Augusta General hospitals; 
for five years on the staff of the Maine General Hospital in 
Portland, where he died Aug. 13, aged 43, of acute leukemia. 


Dessloch, John C. ® Rochester, N. Y.; born in 1882; New 
York Homeopathic Medical College and Hospital, New York 
City, 1913; specialist certified by the American Board of 
Anesthesiology; member of the American Society of Anesthesi- 
ologists and the International Anesthesia Research Society; past- 
president of the Eastern Society of Anesthetists and of the 
Associated Anesthetists of the United States and Canada; served 
during World War I; consultant in anesthesiology at the Monroe 
County Infirmary and the Genesee Hospital, where he died 
Sept. 7, aged 73, of a cerebral vascular accident. 


Turnbull, Samuel Jay * Colonel, U. S. Army, retired, Wash- 
ington, D. C.; born June 8, 1886; George Washington University 
School of Medicine, Washington, 1909; entered the regular Army 
June 26, 1912; served during World War I; professor of military 
science and tactics at his alma mater; member of the Association 
of Military Surgeons of the United States; among his numerous 
decorations were the Distinguished Service medal and the Legion 
of Merit; promoted to colonel May 12, 1938; retired Dec. 31, 
1947; died in Spray Beach, N. J., July 30, aged 69, of a heart 
attack. 


Phillips, William Linton, Irondequoit, N. Y.; University of 
Buffalo School of Medicine, 1897; at one time on the faculty 
of his alma mater: specialist certified by the American Board of 
Ophthalmology; fellow of the American College of Surgeons; 
served during World War I; formerly practiced in Buffalo, where 
he was consultant in ophthalmology at the Millard Fillmore 
Hospital; ophthalmologist at the Edward J. Meyer Memorial 
Hospital and the Emergency Hospital of the Sisters of Charity; 
died in Rochester Aug. 13, aged 83, of arteriosclerotic heart 
disease. 

Alsup, Ace Hill, Temple, Texas; Memphis (Tenn.) Hospital 
Medical College, 1908: member of the Medical Association of 
Texas; on the staff of the King’s Daughters Hospital; died 
Aug. 16, aged 80, of a heart attack. 
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Ambrose, Olney Alphonso # St. Louis: Barnes Medical College, 
St. Louis, 1898; on the staff of St. Mary’s Hospital, where he 
died Sept. 6, aged 80, of cerebral thrombosis and arteriosclerotic 
heart disease. 


Balsley, Alfred Wickham, Findlay, Ohio: University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1899; served 
during World War I; formerly county coroner; on the staff of 
the Blanchard Valley Hospital, where he died Aug. 29, aged 82, 
of arteriosclerotic heart disease and uremia. 


Bennett, Coleman Dougitas, Chatham, Va.; University College 
of Medicine, Richmond, 1905; past-president of the Pittsylvania 
County Medical Society; member of the Medical Society of 
Virginia; served during World War 1; died Aug. 19, aged 82. 


Bissell, Fred Crawford, Akron, Ohio; Cleveland Homeopathic 
Medical College, 1899; served during the Spanish-American War 
and World War I; on the staffs of the City, St. Thomas, and 
People’s hospitals; died Aug. 30, aged 83, of cerebral hemor- 
rhage. 

Bram, Israel ® Philadelphia; Medico-Chirurgical College of 
Philadelphia, 1909; died Sept. 7, aged 72. 


Caylor, Claude Carliste # Washington, D. C.; University of 
Virginia Department of Medicine, Charlottesville, 1910; for- 
merly associate professor of radiology at the Georgetown Univer- 
sity School of Medicine: member of the Radiological Society of 
North America; died in Salisbury, Md., Aug. 24, aged 67, of 
coronary occlusion. 


Clark, Wallace Henderson, La Grange, Ga.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1912; 
fellow of the American College of Surgeons; served during 
World War I; on the staff of the City-County Hospital, where 
he died Aug. 30, aged 65, of congestive failure and pulmonary 
infarction. 


Coleman, Alfred Tennyson, Dublin, Ga.; Atlanta School of 
Medicine, 1910; member of the Medical Association of Georgia; 
member of the state board of medical examiners; served as state 
senator; on the staff of the Laurens County Hospital, where he 
died Sept. 3, aged 71, of cerebral hemorrhage. 


Constantinides, Charles Lawrence, Rutherford, N. J.; University 
of Toronto Faculty of Medicine, Canada, 1903; died Aug. 3, 
aged 74, of lateral amytrophic sclerosis. 


Crawford, Edward Aiken, Miami, Fla.; Chicago College of 
Medicine and Surgery, 1911; died in the Doctors’ Hospital, 
Coral Gables, June 17, aged 70, of coronary thrombosis. 


DeWolfe, Danie! Charles * Putney, Vt.; University of Vermont 
College of Medicine, Burlington, 1938; on the staff of the 
Brattleboro Memorial Hospital in Brattleboro, where he died 
Aug. 21, aged 48, of multiple sclerosis. 


Erni, Harry Edward ® Macon, Mo.; University of Kansas School 
of Medicine, Kansas City, Kan., 1932; member of the American 
Academy of General Practice: served during World War II; 
formerly practiced in Kansas City, Mo., where he was on the 
staffs of the St. Luke’s and Mercy hospitals: on the staff of 
Samaritan Hospital; died Aug. 23, aged 46, of coronary 
thrombosis. 


Feldman, Harry, Brooklyn, N. Y.; University and Bellevue 
Hospital Medical College, New York City, 1916; fellow of the 
American College of Surgeons; on the staffs of the Greenpoint, 
Caledonia, St. Catherine’s, and Maimonides hospitals; died 
July 27, aged 62. 


Frieman, Hyman A. * Bayonne, N. J.; University and Bellevue 
Hospital Medical College, New York City, 1929; past-president 
of the Bayonne Medical Association; served as city physician; 
on the staff of the Bayonne Hospital, where he died Sept. 19, 
aged 50, of carcinoma of the colon. 


Gilbert, Robert Bacon * Greenville, Ga.; Atlanta College of 
Physicians and Surgeons, 1906; died in Piedmont Hospital, 
Atlanta, Aug. 16, aged 73, of coronary occlusion. 


Goodwin, Loranza Dow, Winslow, Ind.; (licensed in Indiana in 
12, aged 92, of broncho- 


1897); died in Evansville Aug. 
pneumonia. 
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Haas, Reynold Lavelle ® Ann Arbor, Mich.; University of 
Michigan Medical School, Ann Arbor, 1938; associate professor 
of obstetrics and gynecology at his alma mater; specialist cer- 
tified by the American Board of Obstetrics and Gynecology; 
member of the Central Association of Obstetricians and Gyne- 
cologists; fellow of the American College of Surgeons; past- 
president of the Michigan Society of Obstetricians and Gynecol- 
ogists; died in the University Hospital Sept. 20, aged 41, of 
leukemia. 

Holmes, Fred Weber ® Phoenix, Ariz.; Northwestern University 
Medical School, Chicago, 1942; specialist certified by the Ameri- 
can Board of Internal Medicine; interned at the Passavant 
Memorial Hospital, Chicago, where he served a residency; served 
during World War Il; medical director of the Maricopa County 
General Hospital; on the staffs of the Good Samaritan, St. 
Joseph's, and Memorial hospitals; drowned in the Klamath 
River, near Crescent City, Calif., Aug. 6, aged 38. 


Horsfall, Frank Lappin * Seattle; McGill University Faculty of 
Medicine, Montreal, Canada, 1903; fellow of the International 
College of Surgeons and the American College of Surgeons; 
served during World War I; on the staffs of the Renton (Wash.) 
Hospital, King County, Doctors, and Seattle General hospitals; 
died Aug. 24, aged 82, of arteriosclerosis. 


Hougland, Walter Louveria, Chicago; St. Louis University 
School of Medicine, 1905; died Sept. 13, aged 79. 


Howard, Charles Earl, San Diego, Calif.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1906; past-president of the Fulton County (IIl.) 
Medical Society; died Sept. 2, aged 73, of coronary thrombosis. 


Irvin, John Shepherd # Absecon, N. J.; Columbia University 
College of Physicians and Surgeons, New York City, 1912; 
served as secretary and later as president of the Atlantic County 
Medical Society; served during World War I; formerly on the 
staff of the Atlantic City (N. J.) Hospital, where he died July 25, 
aged 71, of abdominal cancer. 


Kelley, George Myatt, Knoxville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1930: interned at Knoxville 
General Hospital; served during World War II; physician at the 
Naval Ship Yards of Portsmouth, Va.; died in Maryview Hos- 
pital, Portsmouth, Va., Aug. 3, aged 49, of acute myocardial 
infarction and arteriosclerotic heart disease. 


Kelsey, Joel Smith Jr. ® Santa Monica, Calif.; Hahnemann 
Medical College and Hospital of Philadelphia, 1909; on the 
staffs of the Santa Monica and St. John’s hospitals; served 
during World War I; died Aug. 15, aged 69, of coronary 
thrombosis. 


Kiess, John Simeon ® Bucyrus, Ohio; Western Reserve Univer- 
sity School of Medicine, Cleveland, 1934; interned at the City 
Hospital in Cleveland, where he served a residency; president 
of the Crawford County Medical Society; a captain in the 
Medical Corps of the U. S. Air Force during World War II; 
died Aug. 19, aged 47, of a cerebral hemorrhage. 


Lanford, Walter Bozeman, Columbia, Ala.; Medical College of 
Alabama, Mobile, 1906; died June 17, aged 70, of coronary 
occlusion, 

Lefkin, Philip # Long Beach, Calif.; Rush Medical College, 
Chicago, 1937; member of the American College of Chest 
Physicians and the American Trudeau Society; fellow of the 
American College of Surgeons; served during World War II: 
consultant, Community Hospital in San Pedro; on the staffs of 
the Harbor General Hospital in Torrance, the Community and 
St. Mary’s hospitals in Long Beach, and the City of Hope 
National Medical Center, in Duarte, where he died Aug. 4, 
aged 46, of carcinoma of the thyroid. 


Long, James U., Knoxville, Ill.; Missouri Medical College, St. 
Louis, 1888; died in Galesburg (Ill.) Cottage Hospital Aug. 15, 
aged 91, of lymphatic leukemia. 


Long, Thomas Henry ® Tacoma, Wash.; Creighton University 
School of Medicine, Omaha, 1907; for many years coroner; on 
the staff of St. Joseph’s Hospital; died June 20, aged 79, of 
myocardial infarction and coronary sclerosis. 
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Longsdorf, Harold E. ® Mount Holly, N. J.: College of Physi- 
cians and Surgeons, Baltimore, 1910; bank president; died in 
Burlington County Hospital Aug. 24, aged 69, of carcinoma 
of the head of the pancreas with metastasis. 
McCradie, Andrew Ross ® Chicago; University of Illinois Col- 
lege of Medicine, Chicago, 1920; on the staff of St. Bernard’s 
Hospital; died in Chicago Heights Sept. 8, aged 61, of Hodgkin’s 
disease. 
McElroy, John Walter, Fitzgerald, Ga.; Emory University (Ga.) 
School of Medicine, 1915; served overseas during World War I; 
died Aug. 6, aged 64, of cerebral hemorrhage. 


Meschter, Eugene F. * Stamford, Conn.; Medico-Chirurgical 
College of Philadelphia, 1898; member of the Industrial Medical 
Association; served as president and secretary of the Stamford 
Medical Society; formerly medical examiner for the Pennsyl- 
vania Railroad: on the consulting staff of St. Joseph’s Hospital; 
on the courtesy staff of the Stamford Hospital, where he died 
Sept. 1, aged 76, of arteriosclerotic heart disease and cancer. 


Mitchell, John Ira # Haleyville, Ala.; Birmingham Medical 
College, 1912; formerly county health officer; died Aug. 24, 
aged 77, of coronary occlusion. 


Samuel, Jacob *® Chicago; Northwestern University Medical 
School, Chicago, 1920; staff member of South Chicago Com- 
munity Hospital; died Sept. 19, aged 59, of coronary occlusion. 


Seropian, Kegham, New York City; American University of 
Beirut School of Medicine, Syria, 1911; member of the Medical 
Society of the State of New York; died Sept. 9, aged 68, of 
coronary thrombosis. 


Sewall, Chester Durbin, Trinity Center, Calif.; Cooper Medical 
College, San Francisco, 1906; at one time on the staffs of St. 
Mary’s and Stanford University hospitals in San Francisco; died 
Aug. 26, aged 73. 


Shaw, Thomas Bond # Worcester, Mass.: Dartmouth Medical 
School, Hanover, N. H., 1893; died in Danforth, Maine, Aug. 29, 
aged 88. 


Slaughter, Emma Elizabeth Young *® Lowell, Mass.; Tufts 
College Medical School, Boston, 1898; died July 17, aged 81, 
of carcinoma. 
Smith, Lucius Ernest # Louisville, Ky.; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1915; member of the 
American Trudeau Society; at One time medical missionary of 
Spanish Guinea, West Africa; served as executive secretary of 
the Kentucky Tuberculosis Association; died in the Kentucky 
Baptist Hospital Aug. 30, aged 76, of arteriosclerotic heart 
disease and aortic stenosis. 


Storer, Elroy Templin, Middletown, Ohio; Ohio-Miami Medical 
College of the University of Cincinnati, 1911; member of the 
Ohio State Medical Association; past-president of the Butler 
County Medical Society; president of the Middletown library 
board; member and past-president of the staff, Middletown 
Hospital; past-president of the Civic Association, Lions Club, 
Y.M.C.A., and the board of health; died Aug. 17, aged 71, of 
arteriosclerotic heart disease. 
Torell, Gerhard John # Los Angeles; Northwestern University 
Medical School, Chicago, 1916; specialist certified by the Ameri- 
can Board of Otolaryngology; an associate member of the 
American Medical Association; on the staff of the Hollywood 
Presbyterian Hospital, where he died Sept. 2, aged 62, of uremia 
and arteriosclerosis, 
Verberkmoes, John Martin, Kooskia, Idaho; Rush Medical 
College, Chicago, 1904; member of the Oregon State Medical 
Society; died in Mercy Hospital, Roseburg, Ore., Sept. 1, aged 
76, of arteriosclerotic heart disease. 


Watson, Joseph W., Baton Rouge, La.; Atlanta College of 
Physicians and Surgeons, 1906; member of the Louisiana State 
Medical Society; for many years coroner of East Baton Rouge 
Parish; on the staff of Our Lady of the Lake Sanitarium; died 
Sept. 8, aged 79, of coronary thrombosis. 
Werner, Robert George, Kenosha, Wis.; Kentucky School of 
Medicine, Louisville, 1898; died Sept. 3, aged 8&4, of arterio- 
sclerotic heart disease. 
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FOREIGN 


AUSTRIA 


Social Security Bill.—The extraordinary plenary session of the 
Austrian Chamber of Physicians held on Sept. 7, 1955, examined 
carefully the present results of the negotiations concerning the 
proposed general social security bill (ASVG) that led to the 
physicians’ strike in August (J. A. M. A. 159:800 |Oct. 22] 1955) 
and found that a satisfactory regulation had not been reached 
concerning five points. In the first place, restrictions on self- 
employed persons in general trades and self-supporting farmers 
entitled to health insurance benefits have been eliminated 
sO as to permit every industrialist and every owner of large 
agricultural estates to participate in health insurance benefits. 
The employers, not already insured with one of the master health 
insurance funds, will be entitled to benefits from the regional 
health insurance funds, and the self-supporting farmers will be 
entitled to benefits with the agricultural health insurance funds. 
Since income limits are only in force with respect to master 
health insurance funds, the physicians propose that a new para- 
graph should be added to the effect that the continued insurance 
with the obligatory health insurance funds ends when the in- 
sured person starts to work as a self-employer, since all self- 
employers can be insured with master health insurance funds. 

Secondly, the legal regulation that the total contract should 
contain a limit for the fees paid by the carriers of health in- 
surance for medical services means that the risk of health 
insurance is shifted to the shoulders of the physicians by the 
ASVG. The physicians must insist that the bill be revised to 
eliminate this feature. Thirdly, the stipulation that the health 
insurance funds may provide for the examination of the insured 
patient in the hospital by a control physician, provided that the 
hospital management agrees, is Objectionable, because it seri- 
ously impairs the patient’s confidence in the hospital physician 
and the physician’s personal responsibility to the patient under 
his care. The physician must insist that control by the insurance 
funds be limited to inspection of the clinical records. Fourthly, 
the physicians must insist that the request for establishing a 
contract by the Federal Arbitration Commission should not be 
limited to the Austrian Chamber of Physicians but that such a 
request could also be made by a regional medical society. In the 
fifth place, the physicians object to the contract monopoly of 
the Main Combine of the Austrian Carriers of Social Insurance, 
because they consider this a way of strengthening the pre- 
ponderance of the insurance funds and thereby the Socialist 
Party, which, the physicians fear, would operate to the disadvan- 
tage of the cooperation between the carriers of health insurance 
and the medical profession. 

The most critical problem of the Austrian medical profession 
at present is the oversupply of physicians in Austria as a result 
of the war and postwar conditions. In a few years this situation 
will right itself, but, until then, all controlling factors, particu- 
larly the health insurance, must aid in overcoming this state 
of emergency. The proposal by the Main Combine that physi- 
cians who are making an adequate living should renounce their 
contract with the insurance funds, at least temporarily, in favor 
of the younger physicians is impracticable, because it would 
destroy the confidence that has continued for years between the 
insured person and the physician of his choice. According to 
the proposal of the Chamber of Physicians, new contracts should 
be awarded to those physicians who have not yet been able to 
make an adequate living. The Chamber of Physicians, therefore, 
submitted a carefully prepared plan that would provide new 
contracts for 500 physicians in the course of 1956, as well as 
in 1957. The insurance carriers accepted the proposal of the 
Chamber of Physicians for 1956 only. These points, concerning 
which so far no satisfactory solution has been reached, are con- 
sidered by the medical profession to be as important for the 
insured as for the physicians. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 
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LETTERS 


BRAZIL 


The Training of Specialists.—In the United States, there is one 
physician to every 700 inhabitants, and, in Brazil, one to every 
7,000. For this reason foreign physicians have been permitted 
to practice here. Such permission is now granted only to those 
whose diplomas and credentials have been examined and ap- 
proved by the federal Brazilian universities. There is still no 
legislation that regulates medical specialization, and specialists 
practicing here have either had a short residency in a hospital 
in a foreign country or an advanced course in a foreign medical 
school. Either method has the disadvantages that it involves 
great expense and that it is almost impossible for a student to 
get the maximum benefit from a course without a thorough 
knowledge of the language of the country where the course is 
given. For this reason several medical centers in Brazil have 
offered occasional, short courses given by specialists from other 
countries. The attendance at these courses has been enormous. 
The economic problems involved in studying a specialty abroad 
have been somewhat overcome by such organizations as the 
International College of Surgeons, through their system of ex- 
change between countries. There is an urgent demand, how- 
ever, for a school of medical specialists in Brazil. In Rio de 
Janeiro, such a school has been started, but it still does not meet 
the demand. When this dream of the Brazilian doctor becomes 
a reality, then the interchange of professors will mean greater 
mutual benefit to the members of the profession. 


Achalasia of the Duodenum and the Jejunum.—Dr. Luis Carlos 
Fonseca in Arquivos dos Hospitais da Santa Casa de Sado Paulo 
(1:179 |July| 1955) stated that the duodenum could be con- 
sidered as having normal function in only 5% of patients. In 
the rest, different types of dyskinesia exist, especially in the 
second and third portions of the duodenum. In 75e of patients 
there is a disturbance of tonus and of motility, with stasis 
proximal to the involved points. Megaduodenum occurs in 
about 30% of the patients with megaesophagus, but, as in mega- 
esophagus and megacolon, different forms can be observed, 
which would explain the different symptoms observed in different 
patients. Three types of megaduodenum are (1) megalobulbus 
without enlargement of the other duodenal segments, (2) en- 
largement of the duodenal arch, and (3) total megaduodenum, 
with a gigantic duodenal arch. The jejunum and ileum show 
disturbances that are probably explained by an impairment of 
the Meissner and Auerbach plexuses. The most severe impair- 
ment involves the whole intestine. In 17.5% of the cases there 
was segmented dystonia, with jejunal hypotonia and ileal hyper- 
tonia. Jejunal normotonia, or hypertonia with ileal hypotonia, 
was found in only 7.5%. Motility was normal in all the small 
intestine in 20% of the cases, slowed in 12.5%, and accelerated 
in 25%. In the remaining 42.5% there was segmental motor 
imbalance. There was no correlation between disturbed tonus 
and disturbed motility. In 62% of the patients there were also 
disturbances of autoplasty of the mucosa. Only one case of 
megajejunum was found among more than 200 patients with 
achalasia. 


Sleep Treatment in Psychiatry,—In July, Prof. A. C. Pacheco e 
Silva reported to the Medical Academy of Sao Paulo that he 
used sleep therapeutically in 40 mental patients in all of whom 
other treatment had failed. Using chlorpromazine and Phener- 
gan he obtained improvement in 19; 14 became calmer and 
easier to approach tor psychotherapy; and 7 remained un- 
changed. 


Varicose Veins.—According to the surgical department of the 
University of Sao Paulo (Seara Medica, vol. 10, April, 1955) 
surgical treatment of varicose veins should be determined by 
the location of the valvular insufficiency. Although different 
methods are available, the surgical treatment must be based on 
the ligature and resection of one or both main trunks of the 
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saphenous veins and its branches, but there is some disagree- 
ment regarding the treatment of the distal segments. The methods 
used for this treatment are (1) injection of a sclerosing solution; 
(2) wide resection of the trunk and varicose branches; (3) selec- 
tive resection of the patent communicating branches; and (4) 
stripping of the vein. Each method has its advantages and 
disadvantages, its indications and contraindications, No one 
method should be used routinely. Sometimes two of the methods 
are combined. 


ENGLAND 


Coroner Criticizes Hospital Staffing —A patient with multiple 
injuries was taken one weekend to a small hospital, where the 
physician in charge was a recently qualified house surgeon, the 
resident surgeon being away. The house surgeon, realizing the 
seriousness of the patient’s injuries, arranged for his transfer 
to a larger hospital staffed by consultants, but the patient died 
soon after arrival. At the inquest the coroner severely criticized 
the system whereby an inexperienced physician is allowed to 
make important medical decisions such as this. He said that he 
hoped for a return to the conditions that existed before the 
introduction of the National Health Service, when there was 
always someone of experience at a hospital to give emergency 
treatment. For some years the mere possession of a medical 
degree has not been recognized in law as sufficient evidence of 
competence for the performance of routine hospital duties, and 
this view has often been emphasized since the introduction 
of the National Health Service. Thus, it was recently held (Al/- 
England Law Reports 2:125, 1952) that a newly qualified 
physician was not necessarily sufficiently responsible to give 
certain anesthetic agents, and other recent legal findings, as well 
as the one under discussion, suggests that a newly qualified 
physician is not necessarily competent to decide on the disposal 
of patients admitted to the hospital. Hospitals have been con- 
scious of this and tend to appoint residents of some seniority 
to admit patients and see them in the casualty departments. 
Actually there is great difficulty in filling these posts owing to 
the frequency of litigation and the subsequent appearance in 
the courts of the physician charged with negligence. Even if this 
is not proved, beth hospital and physician receive unwelcome 
publicity. The junior resident was once regarded with respect by 
patients and hospital authorities alike; it seems that this no 
longer obtains. It is possible that the coroner meant to imoly 
that emergency treatment in hospitals was better before the 
introduction of the National Health Service than it is now. 
There is at present a shortage of residents, particularly in out- 
lying areas where attempts have been made to improve effi- 
ciency. Residents, however, flock to the large hospitals, with 
the result that those at the periphery are understaffed. There 
is not less skill, but uneven distribution. At the hospital in 
question there are more specialists on the staff than there were 
before 1948. 


Consultants and Hospital Health Services.—A meeting of the 
Joint Consultants Committee was held at the Royal College of 
Physicians in July to consider some aspects of the working of 
the National Health Service in the hospitals. It received a report 
of a subcommittee, which stated that, as adequate recruitment 
of a hospital medical staff was a pressing need, the matter of 
salary ranges could not be ignored as the Ministry of Health 
wished to do. The subcommittee ruled that the rigid training 
ladder should be abolished and appointments made according 
to the needs of the hospital. At present a junior member of the 
medical staff who does not start on the right rung of the ladder 
never moves up. The aspirant to specialist status should secure 
what he considers useful training appointments and should 
not be penalized on account of age or by the operation of a 
rigid time factor. Appointments should be renewable in com- 
petition and not terminated at a set time. Posts comparable with 
that of senior resident might be upgraded to retain promising 
physicians, pending opportunities of appointment to consultant 
vacancies. The committee also won a concession for mental 
health physicians, who, according to preseni regulations, must 
retire at the age of 60. The age has now been extended to 65, 
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if the physician so desires. Owing to the danger of litigation, 
hospital authorities were tending to discourage the practice of 
allowing students to get additional hospital experience during 
their vacations. The committee deplored this view and stated 
that promising students should be given every opportunity to 
gain additional experience. 


Age and Sex in Coronary Artery Disease.—Dr. Fitzgerald Pee! 
has studied the age and sex incidence of 865 patients with attacks 
of coronary artery disease (Brit. Heart J. 17:319, 1955). In men 
the incidence reaches a peak at age SS to 59 and thereafter 
falls steeply. In women the rise in incidence is slow and steady 
from age 40 to 70, and there is no ultimate fall in incidence 
comparable with that seen in men. In women of all ages 
one-half of the attacks result in infarction; in men under 50 
one-half also result in infarction, but after this age 75% of 
them produce infarcts. This would suggest that in men over 
50 the ability to provide a collateral coronary circulation is 
not as good as in women. The case fatality rate in men rises 
steadily from 5% at ages under 44 to 35% at ages over 65. 
In women the case fatality rate is about 25% in all age groups, 
rising only slightly as age advances. The total mortality from 
cardiac infarction in women of all ages is almost double 
that in men. The long-term prognosis was studied in 240 sur- 
vivors of myocardial infarction and 129 survivors of attacks of 
cardiac ischemia. The best expectation of life was found in men, 
aged 50 to 54, who fared better than younger men. The worse 
expectation of life was at age 60 to 64. In women the expectation 
was best at ages below 50 and diminished progressively as the 
age of onset increased. The first four weeks after cardiac in- 
farction covered the most dangerous period; 40 out of 45 deaths 
tcok place within the first 28 days, and most of these were in 
the first fortnight. Most of the deaths occurred in a second or 
subsequent attack or from cardiac failure. These figures relate 
to patients treated before the introduction of anticoagulants. 


Coronary Sclerosis.—The association of coronary sclerosis with 
a disturbance of lipid metabolism is now fairly well recognized. 
Py far the greatest concentration of cholesterol is attached to 
the alpha and beta globulin fractions, which with attached lipids 
ure known as alpha and beta lipoproteins. Oliver and Boyd 
have investigated the serum lipoprotein patterns in coronary 
sclerosis, comparing them with those seen in normal subjects 
(Brit. Heart J. 17:299, 1955). The controls were 50 normal 
healthy men, matched for age, obtained from university and 
hespital staffs and from inpatient wards, where none had any 
history of atherosclerosis, cardiac, metabolic, renal, or hepatic 
disease. The test subjects were 50 patients with electrocardio- 
graphic confirmation of myocardial infarction, 4 with xanthoma 
tuberosum multiplex, one with xanthoma of the tendon, and 2 
with “essential hyperlipemia.” The alpha and beta lipoproteins 
were separated by a filter-paper zone electrophoresis micro- 
technique, followed by serial cholesterol estimations. The ratio 
of cholesterol attached to the alpha lipoprotein fraction to that 
attached to the beta lipoprotein fraction (the a:8 ratio) was 
significantly lower in patients with coronary sclerosis than in 
normal subjects. The average age of the patients was 41, and 
nearly all exhibited hypercholesterolemia. The increase in 
cholesterol on the beta lipoprotein fraction was about 20%. 
The authors believe that the electrophoretic separation of lipo- 
proteins may become one of the standard procedures in any 
uture attempt at screening a population, with the object of diag- 
nosing coronary sclerosis before it is manifested clinically. 


Treatment of Blood Disorders.—In 1952 and 1953 the hematol- 
egy panel of the Medical Research Council reported on its 
experience with corticotropin and cortisone in a variety of 
hematological conditions. Favorable responses, including com- 
plete remissions, were obtained in a high proportion of patients 
with acquired hemolytic anemia and idiopathic thrombocyto- 
penic purpura, but the response in other hematological condi- 
tions was less favorable. The good effects of treatment were 
usually temporary. A third report has now been issued by the 
panel, embodying the results of two further years’ work (Brit. 
M. J. 2:455, 1955). The dosage tended to be higher than pre- 
viously, most patients receiving at least 200 mg. of cortisone a 
day initially. The present findings reinforce the previous con- 
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clusions that in hematological conditions only those with ac- 
quired hemolytic anemia and idiopathic thrombocytopenic pur- 
pura derive prolonged benefit from the administration of corti- 
sone or corticotropin. Patients with these conditions can often 
be relieved of their symptoms for months or years by continuous 
administration of the hormones. The importance of adequate 
dosage is stressed. The dosage of cortisone was 50 to 100 mg. 
daily and that of corticotropin up to 100 mg. daily. Eighty-one 
per cent of the patients with hemolytic anemia and 85% of 
those with purpura showed a partial or complete response to 
treatment. In acute leukemia both hormones induced temporary 
remissions in about half of 49 patients treated, and this form 
of treatment compared favorably with others. The remissions, 
however, were not of long duration, and few patients survived 
for more than a year. The administration of cortisone and cor- 
ticotropin did not produce any favorable response in other 
hematological conditions treated. 


Cortisone and Aspirin.—The second report of a joint committee 
appointed by the Medical Research Council and the Nuffield 
Foundation on the comparison of the therapeutic efficiency of 
cortisone and aspirin in the treatment of chronic rheumatic dis- 
eases appears in British Medical Journal (2:695, 1955). Sixty- 
one patients with polyarthritis of the rheumatoid type affecting 
at least four joints and causing bilateral involvement of hands 
or feet, with a duration of not less than three and not more than 
nine months, were studied for two years, 31 being treated with 
1 to 8 gm. of aspirin daily and 30 with 75 to 80 mg. of cortisone 
daily. The allocation was made randomly. Both groups received 
physiotherapy and splinting when indicated. At the end of the 
first year the results of treatment in the two groups were almost 
identical. Improvement in functional capacity was the same in 
both groups, and improvement in disease activity, joint tender- 
ness, range of movement, strength of grip, and sedimentation 
rate showed similar improvement in both. This improvement in 
both groups was maintained throughout the second year. At the 
end of the two year test period 65% of the cortisone-treated 
patients and 74% of the aspirin-treated group showed radio- 
logical evidence of erosion. This difference was not significant. 
At the end of the first year hemoglobin level and blood sedimenta- 
tion rate in the cortisone-treated group showed some improve- 
ment over those in the aspirin-treated group, but this difference 
had disappeared by the end of the second year. There was 
greater reduction in joint tenderness in the aspirin-treated group, 
but the difference between the two groups was not significant. 


Anticoagulant Therapy.—In spite of the experimental data 
indicating that damage to the fetus might result from the use 
of anticoagulants in pregnancy, these have often been used for 
the treatment of thrombotic disease in pregnant women. They 
have been considered safe if the prothrombin index is adequately 
controlled. Gordon and Dean, however, have shown that fetal 
catastrophes can occur even with this apparent safeguard 
(British M. J. 2:719, 1955). They report the fetal death of twins 
after the mother had received therapy with ethyl biscoumacetate 
for a deep femoral thrombosis during her pregnancy. Use of 
the drug was discontinued shortly before labor. The first twin was 
stillborn, although there was no reason to anticipate this, and 
the second died 13 days after birth. At autopsy both showed 
signs of hemorrhages into the brain and elsewhere. Death was 
attributed in both cases to multiple hemorrhages produced by 
anticoagulant therapy administered to the mother. Labor had 
been uneventful, and there was no evidence of the so-called 
hemorrhagic disease of the newborn infant. The authors con- 
clude that the danger to life of a woman with antenatal thrombo- 
phlebitis is not sufficiently great to warrant the routine use of 
anticoagulants, because of the danger to the fetus. They should 
not be used in the last four weeks of pregnancy unless the patient 
has multiple pulmonary emboli in which case the risk to the 
fetus has to be taken. 


Structure of Insulin—Dr. F. Sanger and his co-workers 
(Biochem. J. 60:541, 1955) report that the insulin molecule con- 
sists of 17 amino acids, each being present one to six times, 
giving a total of 48 amino acid units. The molecule has an 
empirical formula of CsssHs:7O-sNesSs, a total of 777 atoms per 
molecule, and a molecular weight of 5,733.5. The authors believe 
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that insulin is composed of two straight chains containing 21 
and 30 amino acid units, linked by the sulfur atoms of two 
cystine residues. Neither tryptophan nor methionine is present 
in the insulin molecule. Arginine, isoleucine, lysine, proline, and 
threonine occur in the molecule once; histidine occurs twice; 
and there are three units each of aspartic acid, alanine, cystine, 
glutamine, phenylalanine, and serine. Leucine occurs in the 
molecule six times, valine five times, and glutamic acid, glycine, 
and tyrosine four times each. There are minor differences be- 
tween the glycyl chains in insulin from different sources. In 
bovine insulin alanine, serine, and valine are in the 8 to 10 
position in the 21 amino acid chain, whereas in porcine insulin 
threonine, serine, and isoleucine occupy this position. The poly- 
peptide ring resembles that found in oxytocin and vasopressin, 
which have now been synthesized at Cornell University, Ithaca, 
N. Y. Much of the structure of insulin has been elucidated with 
the help of x-ray crystallography. 


Coal Gas Poisoning.—The number of deaths due to accidental 
coal gas poisoning has been about 500 annually in England and 
Wales, and the figure is slowly rising. The latest figure available 
is 591. Most of the victims are older people, the incidence over 
60 years of age being 10 times what it is under 60. Dr. Keith 
Simpson, the pathologist, attributes most of the deaths to illness, 
carelessness, ignorance, or mechanical defects. The science 
committee of the British Medical Association has now set up 
a subcommittee, which includes Dr. Simpson, to study the prob- 
lem of accidental death and ill-health from coal gas poisoning. 
The subcommittee will deal first with the prevention of accidents 
in the home and then with ill-health caused by coal gas. Ac- 
cidental coal gas poisoning in industry is rare and under constant 
study by industrial hygienists. It has been suggested that an 
cbnoxious substance such as mercaptan be added to domestic 
supplies of coal gas, as is the usual practice in the United States, 
but in Britain there are apparently legal objections to this. 
Safety devices have also been proposed by the gas industry and 
the Ministry of Fuel and Power, such as adding to gas cookers 
pilot lights that would light up if the gas were not fully 
turned off. 


Too Few Beds.—According to the Emergency Bed Service's 
Annual Report (1955), there are too few hospital beds in certain 
parts of London for the population there. It is most distressing 
to have to insist on the admission of patients to these hospitals 
when they are already full. The report also deplores the steadily 
rising number of patients who have to be admitted to hospitals 
through “medical referees.” These are regional medical officers 
of the hospital boards, and they have been inquiring into why 
hospitals have refused urgent cases at first request from the 
patient’s general practitioner. 


SWITZERLAND 


Cancer.—A consultant group met in Geneva to advise the World 
Health Organization on the ways in which it could effectively 
assist and complement national efforts against cancer. The con- 
sultants agreed that the World Health Organization could aid 
these programs in the ways listed below. 

Dissemination of Information and Statistics on the Prevalence 
of Cancer.—Data are at present not available from a number 
of countries. Statistical information, even though imperfect, can 
often indicate the presence of problems requiring further in- 
vestigation in those parts of the world where cancer has not yet 
been fully studied. The organization could undertake, as a con- 
tinuing activity, the gathering and publication of statistics on 
the prevalence of different kinds of cancer from the various 
countries, particularly those where cancer services are not yet 
well developed. This was especially important in places where 
conditions were changing rapidly and the incidence of the dis- 
ease was apparently changing also. 

Establishment of International Standards and Definitions of the 
Various Types of Cancer.—There is a need for international 
agreement on the criteria for recognizing the many different 
varieties of cancer. The World Health Organization should 
therefore, in consultation with the International Union against 
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Cancer and other appropriate bodies, set up a group of experts 
to examine this problem with a view to establishing international 
standards and definitions. Furthermore, the World Health Or- 
ganization could help interested laboratories and specialized 
workers to obtain specimens of different cancers corresponding 
to international standard definitions. Laboratories with special 
experience in the matter would be asked to establish and main- 
tain reference collections of material agreed by the World 
Health Organization group of experts to be the accepted stand- 
ard in each case. 

Encouragement of Research.—Statistics reveal many challenging 
instances of cancer prevalence, apparently associated with social, 
racial, and environmental factors. Investigation of such prob- 
lems is important in communities where social change is rapid. 
It should be a particular function of the World Health Organi- 
zation to identify and define suspected cancer problems through- 
out the world, with the hope that this may furnish important 
indications on the cause of the disease. Certain cancer research 
problems could be more easily studied if the countries concerned 
combined their efforts. The World Health Organization might 
be able to assist in bringing about such coordinations; however, 
it should maintain its established policy of stimulating rather 
than engaging in research. 


Assistance in Training Cancer Workers.—The growth in medical 
and health services taking place or to be expected in the near 
future in many countries will require corresponding arrange- 
ments to deal with cancer. The World Health Organization’s 
role would be to provide the best available guidance to such 
countries and to assist them in training their nationals in work 
against cancer. This may best be done by giving fellowships to 
enable national workers to study and gain experience abroad 
for sufficiently long periods of time and by providing con- 
sultants having a broad knowledge and experience in establish- 
ing and developing cancer services On request. The organization 
has so far granted 25 fellowships for studies in cancer and has 
sent a cancer consultant to assist Iran in establishing and de- 
veloping a cancer center. 

Coordination and Liaison.—In expanding its program, the World 
Health Organization will cooperate closely with the International 
Union against Cancer; the United Nations Educational, Scien- 
tific, and Cultural Organization, which is planning a program 
of fundamental research on cell growth; the International 
Labour Organization, which is concerned with the occupational 
health probiems connected with carcinogens; and the Food and 
Agricultural Organization, which is investigating the problem 
of additive foods. The World Health Organization could also 
assist by expanding its library and reference services in the field 
of cancer, particularly in regions other than Europe and 
America. 


World Health Organization Fellowships.—According to recent 
statistical information on World Health Organization fellow- 
ship awards in Europe, more than 2,000 have been granted. The 
typical development of a fellowship is presented below. At the 
request of the government concerned, the World Health Organi- 
zation arranges and finances study abroad for an experienced 
health worker, who after completing the period of study may 
be expected to make a definite contribution to the improvement 
of health at home. A sample analysis of 140 previous fellow- 
ships shows that such a contribution was made in 131 cases. 
Of all these fellowships granted to European health workers up 
to the end of 1954, 56% were in the field of health organization 
and services, 24% in communicable diseases, and 20% in clinical 
medicine and education. Though the incidence of communicable 
diseases has progressively declined in Europe and though the 
immediate postwar threat of widespread epidemics was success- 
fully overcome, the yearly percentage of fellowships awarded 
for advanced training in communicable disease control has 
grown from 15% in 1947 to 33% in 1954. This is a reminder 
that satisfaction about the state of health in European countries 
is out of place and that greater and greater refinement of tech- 
niques is required in order to reduce communicable diseases still 
further. The percentage of fellowships in clinical medicine and 
education, on the other hand, has decreased steadily year by 
year from over 50% in 1947 to !3% in 1954. As the war- 


J.A.M.A., Nov. 5, 1955 


damaged countries reestablished their medical schools, the need 
for study abroad in these subjects decreased. At the same time, 
the number of European fellows studying outside Europe has 
dropped from 45% in 1947 to 10% in 1954, a sure sign that 
training facilities in Europe have made great strides since the 
setback brought about by the war. The World Health Organi- 
zation fellowship program is consistent with the realization that 
in international health work it is more profitable to stimulate 
national energies than to attempt to make a present of health. 
During the period from 1947 to 1954, 82% of European fellow- 
ships were financed under the regular World Health Organiza- 
tion budget, 15% under Technical Assistance, and 3% by the 
United Nations International Children’s Emergency Fund. 


Infantile Diabetes.—Since 1948, Prof. G. Fanconi of the univer- 
sity pediatric clinic of Zurich has been giving his infant diabetic 
patients a normal or unrestricted diet, and they have to be 
hospitalized only exceptionally. They are seen as outpatients 
once a month. Because of the danger of tuberculosis, all diabetic 
children with a negative reaction to tuberculin are vaccinated 
with BCG. The children are happier on the free diet and the 
effect on their growth is excellent. Daeppen studied 60 diabetic 
children receiving a normal diet. They were compared with 
17 children who had received a diet of fruits and vegetables poor 
in proteins but who no longer had ocular or renal disturbances. 
The normal diet did not significantly increase the need for in- 
sulin. The dose had to be diminished in 3 of 17 patients 
and increased in 5, but in 9 no change was required. In most 
patients growth and weight gain were accelerated on the normal 
diet. The incidence of coma and precomatose states was de- 
creased about 50°. Fanconi believes that, until it can be demon- 
strated that normal diet increases the possibilities for compli- 
cations in the eye and kidney, administration of a normal diet 
is justified. It enables the patient to lead a life that is close to 
nermal. When one of his patients must be hospitalized, Fanconi 
applies the following principles. After the child recovers from 
cem4 or a precomatose state, he is given for several days a diet 
of fruit and vegetables similar to that used in the 1930's, except 
that he is then given a certain quantity of normal proteins. The 
patient is first treated with normal insulin, one to three times a 
day according to his need, and soon storage insulin is used. 
When the patient is discharged, the parents are instructed not 
to weigh the food but not to give too much. Fruits and vege- 
tables should be given in abundance, while denatured carbo- 
hydrates, especially sugar and fine flour, should be restricted. 
Fat is also restricted. Meat and an egg must be given at least 
once a day. A good test for the condition of a diabetic patient 
is determination of the fasting blood cholesterol level; it should 
not be elevated. The young patient should be allowed to develop 
with the most normal conditions possible. 


Effects of Animal Health on Man.—The meeting of the Advisory 
Group on Veterinary Public Health was the first international 
meeting to deal almost exclusively with administrative and edu- 
cational problems arising out of animal health and its effects 
on man. Among the nine members of the meeting was Dr. 
James H. Steele of Atlanta, Ga. The group stated that technical 
knowledge now available is not everywhere applied with suffi- 
cient effect, partly because veterinarians often work in isolation 
and do not always play a sufficiently important role in public 
health services. Greater cooperation between physicians and 
veterinarians was recommended. Food hygiene should go be- 
yond mere police action. Campaigns now in operation to eradi- 
cate in animals diseases transmissible to man, particularly bovine 
tuberculosis, brucellosis, hydatidosis, and rabies, should be 
strengthened. In Germany, for example, one human case of 
tuberculosis in 10 is caused by bacilli of the bovine type. In 
other countries with widespread tuberculosis in cattle, a similar 
figure is thought to obtain, but accurate information is lacking 
because laboratory typing of the bacilli is not carried out. Today, 
cattle in Denmark, Finland, Norway, and Sweden are almost 
free of tuberculosis. If present campaigns are continued, Sar- 
dinia should be free in two years, Great Britain in about five, 
and Germany in five to eight years. By that time, Germany 
should also be free of brucellosis. The group strongly condemned 
popular statements that the presence of a few tubercle bacilli 
in milk is not so bad because this confers some immunity. 
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Painless Childbirth—In 1951, Dr. Lamaze of Paris reported 
on the Soviet method of psychoprophylaxis in childbirth and 
applied it on a large scale in the Belleville Metal Workers’ Clinic 
of Paris. His results were so good that they were soon dis- 
seminated throughout France and abroad. Some distrust per- 
sisted, however, because of the political propaganda surrounding 
the method. At a recent meeting of the Geneva Medical Society, 
Prof. H. de Watteville, of the International Federation of 
Gynecology and Obstetrics, reported on his experiences with 
obstetric analgesia. He did not try Read’s method because of 
its unsatisfactory results. This method requires complete relaxa- 
tion, which is difficult to obtain. If it is obtained, the parturient 
simply undergoes childbirth in a purely passive sense; she does 
not collaborate. Dr. Geisendorf then reported what he had seen 
in Dr. Lamaze’s clinic. It is hard to see how childbirth could 
be painless, after the medical profession has been trying for 
so long to combat this supposedly physiological pain by means 
of more and more ingenious anesthetics. According to Pavlov, 
the cerebral cortex conditions the final form of pain perception, 
while the environment, through its influence on the cortex, modi- 
fies cortical function; thus women are conditioned to pain by 
the tradition that teaches them that childbirth is necessarily 
accomplished by pain. Uterine pains, like those in other parts 
of the body, are capable of being conditioned. Between the 
cortex and the subcortical centers there is reciprocal induction, 
and it is necessary to reinforce cortical activity by positive con- 
ditioning, which is supplied by the preparatory lessons, in order 
to intercept the interoceptors. The conclusion is that physio- 
logical delivery can take place without pain if the parturient, 
through her prior conditioning, directs the process through active 
participation. Many psychological factors explain the success 
of this new method. The slogan “childbirth without pain” has 
a great psychological effect on the masses. Group psychology 
also has an effect, in that there is emulation between the six 
women who are prepared simultaneously. 


Instruction of Future Mothers.—The instruction of future 
mothers begins in the seventh month of pregnancy. These 
lessons do not take the place of regular medical services. The 
instructor is a physician, and his assistant is a psychologist with 
special training in this type of preparation. The classes are con- 
ducted in a simple, clear language, and the word “pain” is never 
mentioned but is replaced by “contraction.” There are six 
women in each class, and each lesson lasts 45 to 60 minutes. 
The first lesson, conducted by the obstetrician, consists in his 
getting to know the patients and putting them at ease; then 
follows a simple lecture on fertilization and anatomy and physi- 
ology of normal pregnancy. The second is given by the psycholo- 
gist and deals with the value of respiration adapted to different 
phases of the birth process. The psychologist also gives the third 
Jesson, which is about education of the muscles and nerves so 
that they can be contracted or relaxed at will. The women are 
told how the exercises prescribed achieve the positively con- 
ditioned reflexes that permit painless childbirth. After the second 
lesson the pupils are expected to repeat the exercises at home. 
In the fourth lesson, the physician explains the various stages 
of the birth process and the behavior required of the laboring 
woman in each of them. In the fifth lesson, the psychologist 
speaks on the phase of dilatation and the attitude to adopt 
during it. In the sixth, he explains the effort to be made during 
the expulsive phase. Of the 108 women who have followed this 
program since November, 1954, 50 have been delivered to date, 
and 37 of them have benefited greatly; 12 had no pain at all, 
and 25 had some pain but declared that their delivery had 
been easy. Of the rest who obtained poor results, all gained 
some benefit from their preparation, and there was not a single 
case of complete failure. Dr. Geisendorf stated that the ex- 
pulsion was something extraordinary to see for an obstetrician 
used to the usual form of birth; there was complete relaxation 
of the perineum and the women were able to raise themselves 
without effort to see their babies appear. All women are prepared 
in the same manner, but, if complications occur, traditional 
methods must be resorted to. 

Dr. Geisendorf, who comes from an old Geneva family that 
could hardly be suspected of having pro-Communist sympathies, 
has declared his enthusiasm for this method in view of the ad- 
vantages to both mother and child. He also thinks that the 
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profession of midwifery will stage a comeback, because it will 
have a much greater psychological influence than formerly. In 
Lausanne, the government has given official sanction to the 
psychoprophylactic method in childbirth. On Sept. 5, a credit 
of 2 million Swiss francs was obtained from the legislature 
for the creation of a special department in the maternity ward 
of the Cantonal Hospital of Lausanne, a department for directed 
delivery according to Pavlov’s method. Thus, after a long period 
of distrust, Swiss obstetricians have indicated that they want to 
adopt this new method of delivery. 


Prednisone (Met tandracin).—Prof. G. Bickel of the univer- 
sity medical clinic at Geneva has reported (Schweiz. med. 
Wchnschr. 85:859, 1955) on 13 patients treated for 8 to 140 
days with a total dose of between 0.12 and 2.4 gm. of prednisone 
(metacortandracin). In progressive rheumatic polyarthritis, the 
results were definitely superior to those obtained with corti- 
cotropin or cortisone; an almost immediate sense of well-being, 
rapid and more complete decrease of pain, more or less complete 
liquidation of periarticular tumefactions, and return of function 
occurred. The relaxation thus obtained was accompanied by a 
dramatic transformation of the humoral status. The sedimenta- 
tion rate fell in five days from 82 to 4 mm. per hour in a patient 
who no longer reacted well to the daily administration of 75 to 
100 mg. of cortisone. Anemia was also promptly corrected, sug- 
gesting that the product has a direct stimulating effect on the 
hematopoietic system. The drug had less effect on electrolyte 
balance than did corticotropin and cortisone. It provoked al- 
most no water retention, but, after intensive and prolonged 
administration, a slight elevated urinary excretion of potassium 
was noted. There was also excessive elimination of nitrogen, 
which suggests the presence of intensified cellular catabolism. 
In view of this, all patients receiving a daily dose of prednisone 
greater than 25 mg. should receive a diet rich in proteins and 
a small amount of potassium for replacement. The other side- 
effects of cortisone, especially manifestations of adrenal cortical 
hyperfunction, appeared in about half the patients treated with 
prednisone in moderation. When the daily dose exceeded 
25 mg., it was common to note euphoria, agitation, and in- 
somnia or, more rarely, fatigue and depression. Unfortunately, 
one important side-effect must be attributed to prednisone: it is 
hard on the digestive tract. About a third of the patients treated 
experienced gastralgia that was apt to be tenacious and acquired 
a clearly ulcerous character in from 5 to 10% of them. A 
hemorrhagic syndrome may be superimposed on the painful one; 
it may appear without prodromal signs in the form of hemate- 
mesis or melena with the possibility of death. Prednisone is 
no better than the other corticosteroids in that its therapeutic 
effect begins to wear off after a time, necessitating either in- 
crease of dosage, which is not without its drawbacks, or accept- 
ance of progressively less benefit. 

In bronchial asthma it acts just like cortisone or corticotropin, 
but the patient prefers it because he does not have to take a 
salt-poor diet. Lipid nephrosis can also be treated by pred- 
nisone. In a 25-year-old woman with a severe form of this dis- 
ease who had albuminuria of 8 to 16 gm. per 100 cc. but no 
arterial hypertension, cylindruria, or hematuria, prednisone was 
substituted for cortisone after both this drug and corticotropin 
had proved unsatisfactory. A marked diuresis was initiated. 
After six weeks of treatment, she required a maintenance dose 
of only 20 mg. a day. She lost 11 kg. (25 lb.), her serum 
cholesterol level fell from 380 to 220 mg. per 100 cc., and the 
amount of protein in the blood increased from 48 to 62 gm. per 
liter. Her albuminuria persisted. 


International Action Against Trachoma.—The second session 
of the World Health Organization’s Expert Committee on 
Trachoma was held in Geneva in September. Four hundred 
million people, one-sixth of the world’s population, are infected 
with trachoma. Today, only Europe and North America can be 
considered as relatively free from it. The World Health Organi- 
zation has assisted in mass campaigns against this disease. In 
Egypt, Tunisia, Morocco, Formosa, and elsewhere, these cam- 
paigns have proved that the disease can be cured by a combina- 
tion of antibiotics and sulfonamides. The treatment recom- 
mended by the World Health Organization’s committee has 
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proved its efficacy in the last three years against all the forms 
of trachoma prevailing in different parts of the world. In 
Formosa 1,200,000 patients are under treatment; in Morocco 
2,200,000; and in Tunisia 250,000. The experts took note of the 
success of efforts to control the epidemic of conjunctivitis, which 
is associated with trachoma in many countries. When the epi- 
demics were controlled, the incidence of trachoma was reduced. 
The cost of treatment was lowered as control projects became 
mass campaigns involving great groups of people; also. research 
has reduced costs by making treatment easier. For instance, 
it was originally believed that four daily applications of anti- 
biotic ointment were necessary over a period of two months, but 
new evidence indicates that two daily applications are sufficient. 
The committee recommended that antitrachoma projects should 
be integrated into the normal activities of a country’s public 
health service. Trachoma has been reported in countries where 
it had not been previously noted; e. g., in some territories of 
western Australia, where up to 50% of certain population groups 
are affected. 


International Congress on Angiology.—At the second Inter- 
national Congress on Angiology held in September in Freiburg, 
L. A. Hurley of the United States Naval Medical Research 
Institute said that rapid rewarming to be effective must be 
immediate. In his study the degree of cold injury was care- 
fully controlled by observing dynamic changes in the tissue 
temperature as is recorded by a thermopile located deep within 
the interosseus space between the second and third metatarsal 
bones and within the plantar arch. Revascularization occurs as 
early as three days after cold injury and appears to be quite 
significant in the healing process. At least 70% of tissue that 
had been frozen solid and to which rapid rewarming was applied 
survived. 

Koelbing of Austria showed that it is possible to do without 
angiography in the localization of arterial thrombi or emboli. 
Thanks to the rheograph applied to the leg, one can, by studying 
the variations in a basal electric current through the resistances, 
determine the flexibility of the artery. The presence of arterio- 
sclerosis is manifested in suppression of the dicrotic wave. The 
arterial block can be located precisely by this method, as was 
shown by checking the findings against those of arteriography. 
The simplicity and cheapness of this apparatus makes it likely 
that arteriography will soon be outmoded. 


Trauma and Cancer.—Professor von Albertini stated (Schweiz. 
med. Wchnschr. 85:873, 1955) that some regenerative processes 
should be considered promoting factors in cancer. This is espe- 
cially true of penetrating wounds with continuity of the re- 
generated tissue but not of simple scarification of the epidermis. 
Thus the regenerative processes per se cannot be considered 
precancerous, and the effect of common mechanical injuries is 
limited in cancerogenesis. Trauma is therefore not a causal 
factor, that is, it plays no part in the first stage of tumor for- 
mation, but in the second stage it stimulates the growth of pre- 
neoplastic tissues. Trauma might play a part in cancerogenesis 
through liberation of noxious chemical substances in the tissues, 
but these substances have yet to be identified. Burns produce 
cancerogenic combustion substances. These conclusions are the 
result of experiments performed on animals and may not hold 
true for human beings. 


Arterial Transfusion.—A. Berner (Praxis 44:486, 1955) reported 
that blood to be transfused into an artery need not be oxy- 
genated, especially since this is difficult to do. Oxygen obtained 
from a tank used as the source of pressure in the intra-arterial 
transfusion apparatus may be used; however, no illusions on the 
aeration of stored venous blood by contact with oxygen 
should be held. Oxygen saturation of the blood can be achieved 
quickly and completely by adding oxygenated water to the stored 
blood. Transfusing cold blood accentuates arterial spasm and 
prolongs it, which may have its advantages if it is considered 
that an arterial reflex may be partially responsible for the suc- 
cess of an arterial transfusion. Furthermore, the red blood cell 
fixes oxygen better cold than warm. Two types of accident may 
occur as the result of too rapid transfusion. Potassium rapidly 
leaves the erythrocytes in stored blood. After three weeks in 
the refrigerator, there is up to 35% potassium in the plasma. 
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A blood concentration of potassium of more than 40% is fatal 
to man. For this reason stored blood that is no more than 10 
to 15 days old should be used for rapid injections. The trans- 
fusion of citrated blood may produce profound intoxication of 
the myocardium when large quantities are injected rapidly. 
Intracarotid centrifuge transfusion and intracardiac transfusion 
are too dangerous for routine use. No cases of gaseous embolism 
have been reported, but some authors consider it a risk. This 
danger would seem, however, to be nonexistent. 


Inheritance of Amaurotic Idiocy.—Bogaert and Klein (Journal 
de génétique humaine 4:23, 1955) studied 11 families presenting 
different forms of amaurotic idiocy. In one family, there was 
simultaneous occurrence of this and Niemann-Pick disease. In 
all families except one, at least one autopsy was performed, thus 
making the diagnosis certain. Five families showed the infantile 
form of amaurotic idiocy, with typical or atypical fundus of the 
eye; three families showed the juvenile form of amaurotic idiocy; 
one showed intrafamilial manifestations of amaurotic idiocy 
and Niemann-Pick disease; in one there was a pair of mono- 
zygotic twins of whom both were affected with the late infantile 
form of amaurotic idiocy; and one family showed the juvenile 
form of amaurotic idiocy. These observations demonstrate the 
wide range of phenotypic variations that are encountered in 
amaurotic idiocy, and they show the difficulties in drawing con- 
clusions as to the diagnosis, nosological classification, and patho- 
genesis. The genetic approach makes it possible to compare the 
different phenotypic forms in their clinical expression during 
several generations of the same family and in their interfamilial 
manifestations. Thus, on the basis of systematic genetic investi- 
gations of a great number of families, as well as on the basis of 
detailed clinical, pathological, and biochemical investigations, 
one can hope to assemble clinical conditions that first seem to 
be heterogeneous and thus proceed to a more adequate noso- 
logical classification. 


Enterocolitis After Tetracycline Therapy.—The pharmaceutical 
industry offered a new wide-spectrum antibiotic, tetracycline, 
after the numerous accidents caused by oxytetracycline, chlor- 
tetracycline, and chloramphenicol. Gsell and Kesserling pub- 
lished a report of five fatal cases of enterocolitis due to Micro- 
coccus pyogenes var. aureus in patients treated with tetracycline 
in the Deutsche medizinische Wochenschrift (80:1218, 1955). 
The clinical findings were similar to those usually seen, but in 
two patients there were pulmonary complications. In two, in 
addition to micrococci, either Candida albicans or Proteus or- 
ganisms were found. The doses of the drug were not high; in 
four patients 5 to 10 mg. was given for 4 to 11 days. Death 
came suddenly, with patients in states of circulatory shock with 
hypokalemia. No benefit was obtained from treatment with 
erythromycin. 


Poliomyelitis Season.—The World Health Organization has 
published a report on the current poliomyelitis season. The peak 
of seasonal incidence was reached in the last week of August 
in North America. Most countries of northern and western 
Europe also reported a decrease in the first two weeks of 
September. England and Wales, however, reported a still rising 
incidence during the last two weeks of September. They have 
been harder hit this summer than in any summer in the last 
four years. Few areas in Europe have shown a concentration 
of poliomyelitis cases this year, but there has been an increase 
of this disease in 1955, as compared with 1954, in Western 
Germany and Berlin, Austria, the Netherlands, France, and 
Belgium. On the other hand, Switzerland has had less polio- 
myelitis this year than in 1954, and the situation is also espe- 
cially favorable in Sweden and Denmark. This year’s incidence 
in Canada was the lowest recorded in recent years. 


Pulmonary Asbestosis and Bronchial Carcinoma.—Drs. Chauvet 
and Feuardent reported to the Geneva Medical Society on a 
patient who had worked at making joints out of amianthus 
from 1926 to 1933. In the years following, progressive dyspnea 
and hippocratic fingers appeared. At his first visit to the clinic 
in August, 1954, the diagnosis of asbestosis was confirmed. The 
chest roentgenogram showed fibrosis in the bases; it was not 
of the nodular variety. Asbestotic bodies were found in the 
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sputum. Five months later the patient had the classic findings 
of bronchial carcinoma. It was located in the left lower lobe 
and had metastasized to bones. The patient died in February, 
1955. Autopsy showed the bronchial adenocarcinoma and the 
pulmonary asbestosis with presence of asbestotic corpuscles. 
Carcinoma complicates 15° of cases of asbestosis but is rare 
in other pneumoconioses. 


Proteinuria.—During a conference held at the university thera- 
peutic clinic of Geneva, Professor Lambert of Brussels said the 
excretion threshold for certain proteins, hemoglobin in particu- 
lar, was controlled by the proximal tubules. The tubular re- 
sorption of hemoglobin increases and the excretion threshold 
triples after the administration of glucocorticoids, but neither is 
affected by the administration of mineralocorticoids. These facts 
would explain the reactivation of tubular resorption by cortico- 
tropin in lipidnephrosis, which in turn caused a decrease in 
albuminuria. 


Psychotherapy.—The Swiss Society of Psychiatry joined the 
Organization of Swiss Physicians in a condemnation of the 
growing legal as well as illegal invasion by lay therapists of the 
field of psychotherapy. Without first making a precise diagnosis 
such therapists can cause great harm to their patients. 


TURKEY 


Splenic Vein Stenosis.—In the Bulletin of the Istanbul Univer- 
sity Medical Faculty, Alantar and Polikar reported a case of 
splenic vein stenosis in a 5-year-old boy. When he was 18 months 
old he had a distended abdomen and an intermittent fever for 
which he received antimalarial therapy. One year prior to ad- 
mission he suddenly vomited coagulated brown blood and had 
melena, icterohematuria, and a temperature of 100.4 F (38 C) 
to 102.2 F (39 C) for a week. Within another week the con- 
dition had subsided and he remained well until three weeks 
prior to admission, when he began to have coryza, a cough, and 
an intermittent temperature of 102.2 F (39 C). After two weeks 
he again had hematemesis and melena, and for four days prior 
to admission he had a mild fever in the evening and a tender 
abdomen. He appeared to be anemic, weighed 37.5 lb. (17.03 
kg.), and measured 3 ft. 5 in. (104.14 cm.). The pulse rate was 
120 per minute. He had a mild mitral and pulmonary souffle. 
His lips were dry and cracked; 12 of his 18 teeth were carious; 
he had geographic tongue; his abdomen was distended; and his 
spleen was hard. Three days prior to admission it extended 6 cm. 
below the costal margin, but on admission it had descended to 
the umbilicus. The liver was hard and extended 2 cm. below 
the costal margin. The patient had diastasis recti abdominis, 
an umbilical hernia, and small palpable, inguinal and cervical 
lymph nodes. The erythrocyte count was 2,420,000 per cubic 
millimeter, and the hemoglobin level was 40%. The leukocyte 
count was 4,800 per cubic millimeter, with 48% lymphocytes, 
44% neutrophils, 6% monocytes, and 2% transitional cells. 
The thrombocyte count was 120,000 per cubic millimeter. The 
bleeding time was five minutes, and the coagulation time was 
seven minutes. The cephalin-cholesterol test was 1+, and the 
Takata-Ara test was positive at a dilution of 1:128. The sternal 
blood showed 30% transitional cells, 27% neutrophils, 22% 
neutrophilic myelocytes, 13% immature cells, 3.5% lympho- 
cytes, 2% premyelocytes, 2% reticulocytes, and 0.5% transi- 
tional eosinophils. Hemolysis commenced at 0.45 and termi- 
nated at 0.30. Roentgenograms showed an enlarged esophagus. 
On the first day after admission the patient had a temperature 
of 99.1 F (37.3 C). On the following day he had a chill and a 
temperature of 102.2 F (39 C). Intermittent fever continued, 
and on the sixth day the spleen was palpable 2 cm. below the 
umbilicus. During the 18 days that the patient remained in 
the hospital, there was no hematemesis or melena. He was given 
a daily dose of 2 cc. of Calciostelin, one ampul of Redoxon and 
Hepaton, and 0.2 gm. of reduced iron twice daily. The iron was 
gradually increased, and Campolon was substituted for Hepaton. 
The parents refused to permit an operation, and the patient was 
discharged. 
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Typhoid and Acute Thyroiditis—In the Turkish Bulletin of 
Hygiene and Experimental Biology, Pamir and his co-workers 
reported a case of acute suppurative thyroiditis complicating 
typhoid fever. The patient, a 36-year-old man, was admitted 
because of acute thyroiditis of unknown origin. Ever since he 
was 10 years old he had had a hazel-nut-sized swelling in the 
region of the thyroid. It had not increased in size until his 
present illness. In the preceding 16 years he had had no clinical 
signs of hyperthyroidism or hypothyroidism. Ten days prior to 
admission he developed malaise, anorexia, and fever. He had 
been given penicillin and streptomycin. Two days prior to ad- 
mission the swelling of his thyroid gland increased until it was 
the size of a small apple—painful, red, and hot. Swallowing 
caused pain, which radiated to the teeth, ears, and scalp. On 
admission his temperature was 101.3 F (38.5 C) and his pulse 
rate 100 per minute. The central lobe of his thyroid gland had 
a hard, painful, inflamed, smooth swelling that moved when he 
swallowed. In the left submental region a few lentil-sized lymph 
nodes were palpable. There was no exophthalmos or typhoid 
rash. His spleen was soft, tender, and palpable 4 cm. below the 
costal margin, and his liver was soft, nontender, and palpable 
2 cm. below the costal margin. The erythrocyte count was 
4,280,000 per cubic millimeter, and hemoglobin level was 80%. 
The leukocyte count was 7,200 per cubic millimeter, with 40% 
polymorphonuclear neutrophils, 32% transitional cells, 19% 
lymphocytes, 5% monocytes, and 4% immature cells. Sedi- 
mentation rate was 24 mm. per hour. The urine showed a 
specific gravity of 1.027 and traces of albumin, Urobilinogen 
and urobilin tests were positive, and Ehrlich’s diazo reaction 
was negative. On microscopic examination there were 3 or 4 
erythrocytes, 2 or 3 leukocytes, and epithelial cells in every field. 
The liver function test showed 5 units of thymol turbidity. Non- 
protein nitrogen level was 42.5 per 100 cc. A roentgenogram 
of the lungs showed clouding and increased arborization. The 
Paul-Bunnell test was negative. 

In the first 24 hours a combination of penicillin and strepto- 
mycin was given, but there was no response. After this a group 
agglutination was 4+ for Salmonella typhosi at a titer of 1:800; 
3+ for Salmonella paratyphi at a titer of 1:200; 44 for Sal- 
monella schottmilleri at a titer of 1:800; 2+ for Salmonella 
enteritidis at a titer of 1:200; and negative for Brucella. The 
patient was given a daily dose of 2 gm. of chloramphenicol. 
Although at first his temperature dropped and regression of the 
thyroid gland was observed, he had a temperature of 102.5 F 
(39.2 C) on the second day. He was then given a daily dose 
of | gm. of chlortetracycline as an adjuvant, and after five days 
his temperature was normal. On the 10th day of this therapy 
severe glossitis developed. The chlortetracycline therapy was 
discontinued, and he was given a daily dose of 2 gm. of chlor- 
amphenicol and vitamin B complex as an adjuvant. During the 
18 days of this therapy he became afebrile and his dysphagia 
disappeared, but there was an intermittent increase and decrease 
in the size of the now fluctuating thyroid. Incision of the gland 
yielded pus from which S. typhosi were isolated. Repeated basal 
metabolic rates during his illness and after recovery showed 
the thyroid function to be normal. The patient recovered after 
28 days. 


Tubercle Bacilli on the Streets.—Because of the influence of 
health education in schools, pupils refrain from spitting in the 
streets. The danger of spitting in public places is also stressed 
through propaganda from the Ministry of Health and Social 
Welfare. In the Turkish Bulletin of Hygiene and Experimental 
Biology (vol. 15, no. 1) Gursel and Akyay have reported their 
observations on 563 specimens of fresh sputum found on the 
streets of Ankara. Over a period of two years, in all seasons, 
and in all sections of the city, a trained laboratory technician 
transferred the specimens with sterile spatulas to sterile Petri 
dishes. Smear cultures and nutrient cultures were prepared. 
Tubercle bacilli were found in 27 specimens. Of the 27 strains 
isolated, all were investigated for streptomycin resistance, 24 
for resistance to aminosalicylic acid, and 14 for resistance to 
isoniazid. Seven were found resistant to streptomycin, four were 
resistant to aminosalicylic acid, and none were resistant to iso- 
niazid. The 27 strains were all virulent in guinea pigs. 
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CORRESPONDENCE 


TEST FOR DORIDEN 
To the Editor:--The appearance of a new sedative on the 
market always presents a medicolegal problem in that indi- 
viduals accidently or purposely take or administer an overdose 
with resultant deaths. Such is the situation with a new sedative, 
Doriden (a-ethyl, a-phenyl glutarimide). Several reports have 
already been received implicating Doriden in suicides and pos- 
sibly murder. Our laboratories have succeeded in developing a 
colorimetric test for Doriden and some of its metabolites that 
is based on the reaction of hydroxylamine with the imide group 
to form an hydroxamic acid. The addition of ferric ion causes 
the formation of a purple complex. In applying this method to 
the analysis of Doriden and its metabolites in urine, column 
chromatography was required to eliminate esters, amides, and 
anhydrides, which also react with hydroxylamine. From the 
preliminary results obtained to date, the determination of a 
metabolite, a-phenyl glutarimide, is of more value than that of 
Doriden since it is present in urine in greater amounts. Urinary 
excretion of a-phenyl glutarimide over a 24 hour period in dogs 
receiving 250 mg. per kilogram orally amounts to about 3 to 
4%. This dose compares with that of a 70 kg. (154 Ib.) human 
being taking 35 0.5 gm. tablets. A more detailed report is being 
prepared for publication elsewhere and will include the appli- 
cation of paper chromatography for greater specificity. In the 
event, however, that anyone desires the details required for per- 
forming this test, they should feel free to contact the under- 
signed. 

HERBERT SHEPPARD, Ph.D. 

Research Department 

Division of Macrobiology 

Ciba Pharmaceutical Products, Inc. 

Summit, N. J. 


SPECIALIZATION 


To the Editor:—lt was with considerable gratitude that I read 
Dr. Howard P. Lewis’s address in the Aug. 20 issue of THE 
JOURNAL, page 1414, because he so succinctly expressed a con- 
viction that ], and certainly many young doctors in my position, 
have sensed growing within. This is the plain need for a critical 
appraisal of what is and will be expected of us as future 
internists; where the real emphases in our training should be; 
and which of the diverse and ever-narrowing paths that are open 
to us are necessary, or even desirable, to follow in order to 
round out our skill—and only secondarily in order to pass the 
required examinations. I speak entirely for myself, but echo 
feelings voiced by many of my friends who express frank alarm 
at the attitude of superspecialization thrust at us in our recent 
years in medical school and thrust again as we anticipate our 
training in internal medicine. The thoughtful medical student 
appreciates, perhaps more than anyone else, his need for the 
kind of clinician Dr. Lewis speaks of. Bombarded for four 
years with an overwhelming diverse shower of specialized facts, 
impressed from the first with the impossibility of individually 
assimilating all the available data, and not infrequently frus- 
trated thereby, the student welcomes a seasoned, penetrating, 
general clinician of broad experience and understanding. He is 
the medical student’s oasis in the arid land of milliequivalents 
and clinical loose ends; but unfortunately to many he remains 
but a theoretical possibility, a closed “Equinimitas” on our desks. 
I have been especially disturbed afier questioning men who have 
recently taken the board examinations in internal medicine. Will 
it indeed be necessary for those of us whose natural bend is 
not toward basic research or building a hasty bibliography to 
divert Our interests and attention for an ill-defined period of 
time along a controversial road whose end we have no intention 
of seeking? Fundamental methods of research we would learn 
eagerly: useful contributions to the literature of medicine we 


would submit gladly; but to be forced into an arbitrary and 
constricting pattern to satisfy superscientific requirements is 
wasteful, and now there is talk of still further lengthening our 
period of residency training. Is there to be yet another specialty 
for the man whose inclinations tend more toward the traditional 
relationships of family doctor to patient, but who has also tasted 
the pleasure of an obscure diagnosis keenly made? Or are these 
latent attitudes, which most agree are much needed, to be held 
in abeyance (or worse) while a period of rote learning for 
examination purposes is endured? Like Dr. Lewis, I have no 
illusions of our being able to find the answers to these questions 
as blithely as they are posed; but that “something must be done” 
there can be no doubt. Steps to correct the deficiencies and 
eliminate the evident excesses of our medical schools and resi- 
dencies should be encouraged by those most in authority, as Dr. 
Lewis has proposed, lest the nobly conceived boards spawn an 
increasingly lopsided brood of minutia-heavy, slightly elderly 
men. 

Lieut. (j. g.) Norton J. Cooxsrty, M. C., U.S. 

U.S. S. Frontier (AD-25) 

%. Fleet Post Office 

San Francisco. 


GASTRIC TUBE FOR FEEDING 


To the Editor:—1 have read the article in the Aug. 13, 1955, 
issue Of THE JOURNAL, page 1361, concerning the use of tubes 
for combining suction and feeding following gastric surgery. In 
the article appears the statement “No appliance heretofore de- 
scribed permits the removal of the suction mechanism before 
the feeding mechanism.” I published an article in the Novem- 
ber, 1950, issue of The Journal of the International College of 
Surgeons. Both articles deal with the same subject and the same 
principles with the exception of the introduction of the instru- 
ments in question, which is insignificant as the theory is the 
same in both instances. 

A. FRANKEL, M.D. 

437 E. Girard Ave. 

Philadelphia 25. 


POLYCYTHEMIA WITH FIBROIDS 


To the Editor:—\ should like to draw attention to the fact that 
in THE JoURNAL, Aug. 13, page 1360, a case of polycythemia 
associated with uterine fibroids was reported by Horwitz and 
McKelway. A similar case reported by Engel and Singer in THE 
JOURNAL, Sept. 17, page 190, may therefore be the third reported 
instance of such an association rather than the second, the first 
case being reported by Thomson and Manson (Lancet 2:759, 
1953). 

GERALD E. Sinciair, M.D. 

84 Gainsboro St. 

Boston. 


PHYSICIANS AS SPORTSMEN 


To the Editor:—\ am preparing an article on physicians as 
sportsmen. I should be very interested in hearing from any of 
your readers with regard to notable accomplishments in com- 
petitive athletics or any type of sport, past or present, by holders 
of the M.D. degree. I am interested only in activities or ac- 
complishments in this field carried out after graduation from 
medical school. 

ALLAN J. Ryan, M.D. 

147 W. Main St. 

Meriden, Conn. 
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THE LEISURE CORNER 


PHYSICIANS AS WRITERS 


“I do not know a better training for a writer than to spend 
some years in the medical profession,” W. Somerset Maugham, 
one of the great storytellers of modern times, once wrote. “Most 
people have a furious itch to talk about themselves and are re- 
Strained only by the disinclination of others to listen. . . . The 
doctor is discreet. It is his business to listen and no details are 
too intimate for his ears.” Few physicians will disagree with 
Maugham’s observations, for the doctor’s daily routine places 
him in intimate touch with human nature. He knows—or, at 
any rate, he should know—far better than most the inner- 
most soul of his fellow human beings. Since “the proper study 
of mankind is man,” it should come as no surprise that many 
physicians have attained outstanding distinction in literature. 

One of the most famous persons to practice medicine was 
St. Luke, “the beloved physician,” a Greek slave who studied 
medicine at the Temple of Aesculapius, as did Hippocrates 
several hundred years before. Known best as the author of the 
Third Gospel and the Acts of the Apostles, he revealed his 
preference for medical terms and for stories of healing and left 
in his writings unmistakable evidence of his ability in the realms 
of medical diagnosis and medical treatment. Another physician 
whose fame became worldwide was Moses Maimonides (1135- 
1204). Maimonides wrote treatises on philosophy, medicine, 
mathematics, Jewish law, astronomy, natural sciences, and a 
host of other topics. He deprecated all kinds of quackery and 
based hygiene and therapy on scientific principles. 

Next in line of fame among literary medical men is Francois 
Rabelais (circa 1490-1553), considered by his contemporaries as 
the greatest doctor of his day. There was probably nothing 
known in medicine at the time he lived that Rabelais did not 
know. He combined intellectuality and knowledge of medicine 
with the insight of a good psychologist. The fact that it was 
dangerous then as now to introduce unconventional ideas made 
it necessary for Rabelais to introduce them in the form of robust 
stories and lusty humor. While he was a medical student, he 
wrote “Gargantua and Pantagruel,” a satirical work that has a 
timeless quality. 

Tobias Smollett (1721-1771), one of the foremost humorists 
of the 18th century, was for a time a surgeon’s mate in the 
English navy. He had a definite itch for writing, and his first 
novel, “Roderick Random,” was to gain fame as the forerunner 
of seafaring stories. Although Smollett hoped to combine the 
practice of medicine with writing, he eventually surrendered the 
former for a literary career. The reading public of his day was 
to find his second novel, “The Adventures of Peregrine Pickle,” 
more intriguing than a medical paper written by Smollett bear- 
ing the caption “An Essay on the External Use of Water, with 
Practical Remarks upon the Present Methods of Using the 
Mineral Waters at Bath, and a Plan for Rendering Them More 
Safe, Agreeable and Efficacious.” 

While the career of Oliver Goldsmith (1728-1774) was char- 
acterized by his failure to establish a lucrative medical practice, 
he was to render a distinct service to the medical profession 
by focusing the attention of his fellow physicians on the need 
for adopting Auenbrugger’s method of percussion. It was as a 
writer, however, that Oliver Goldsmith impressed the world with 
his versatility. No history of literature can ignore with impunity 
the wide range of Goldsmith’s talent, and no collection of writ- 
ing can be complete without including his “Citizen of the World” 
essays; “The Vicar of Wakefield,” which portrays one of the best- 
loved characters in English fictioh; “She Stoops to Conquer,” 
which is still being acted before delighted audiences; and “The 
Deserted Village.” 

Despite the fact that Sir Thomas Browne (1605-1682) was 
one of the most distinguished physicians of his day, his fame 
now rests upon his literary works. A practitioner of medicine 
all his life, Browne was the author of the first serious attempt 
to reconcile religion and science. His “Religio Medici” provides 
a defense of physicians against the charge of being irreligious. 
Every student of high-school age is familiar with Boyle’s law, 
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but few of them are aware that John Locke (1632-1704), a phy- 
sician, worked actively with Boyle in its discovery. Locke's early 
writings all dealt with the general subject of freedom. His 
activities in behalf of civil liberty and religious freedom led to 
his being exiled, but he later returned to his native England to 
write prolifically on philosophy and human understanding. 

No list of prominent doctor-writers would be complete with- 
out mention of Oliver Wendell Holmes, Silas Weir Mitchell, 
Anton Chekhov, and Eugene Sue. Oliver Wendell Holmes 
(1809-1894) was so fainthearted that he could not bear to watch 
a rabbit chloroformed, yet his work on the contagiousness of 
puerperal fever probably has saved more lives than any other 
individual contribution to gynecology. Several years after his 
observations were reported, his work was confirmed by Scem- 
melweiss. Nevertheless, it is as a writer, poet, and after-dinner 
speaker that Holmes is most widely acclaimed. His three novels, 
“Elsie Venner,” “The Guardian Angel,” and “A Mortal Antip- 
athy” were written after he had passed his SOth birthday. His 
“Breakfast Table Series” reflects the New England life of his 
time, and his numerous essays and articles display a kindly, 
sparkling humor and sound knowledge of human _ nature. 
Holmes’ poetry fills three volumes. The poems “Old Ironsides” 
and “The One-Hoss Shay” are perennial favorites among 
America’s young. Holmes thought “The Chambered Nautilus” 
his best work; many critics agree. 

Silas Weir Mitchell (1829-1914) had already attained emi- 
nence in the medical profession before entering the world of 
Jiterature. Medicine was his main road, literature a fascinating 
side-path. Yet despite his renown as one of the world’s leading 
neurologists, there is a strong likelihood that his novels and 
poetry wiil outlast his medical contributions. His first novel, 
“Hephzibah Guiness,” written when he was 50 years old, im- 
mediately became a best-seller. In it he advised the American 
people to learn how to play and pointed out the danger to the 
nervous system when relaxation is preached but not practiced. 
His fifteenth novel, which incidentally was his last, was written 
when he was an octogenarian. In addition to his books on medi- 
cine and his novels, Mitchell penned books for children and 
wrote poetry and at least one play. 

The best known among Russian physician-authors is Anton 
Chekhov (1860-1894), whose short stories and plays established 
him as one of the giants of world literature. “Medicine,” he 
once asserted, “is my lawful wife and literature my mistress. 
When I am bored with one, I spend the night with the other. 
Though it’s disorderly, it’s not dull, and besides neither of them 
loses from my infidelity. If I did not have my medical work I 
doubt if I could have given my leisure and my spare thoughts 
to literature.” In France, a practicing physician attained world 
fame as the author of “The Mysteries of Paris” and the “Wander- 
ing Jew.” The period of the greatest success of Eugene Sue 
(1804-1857) coincided with that of an equally famous writer, 
Alexander Dumas. 

More recently, a number of physicians have made substantial 
contributions to literature. The medical profession did not at 
first interest W. Somerset Maugham. But when, as an under- 
graduate student, he undertook a clerkship in outpatient depart- 
ments and hospital wards, his interest in medicine sprouted. 
Although he was educated as a physician, he deserted the world 
of medicine for literature early in his career. Maugham will be 
remembered for many years to come for his magnum opus “Of 
Human Bondage,” which covers the period of his medical 
training. 

The writings of Arthur Conan Doyle (1859-1930) are familiar 
to the entire English-speaking world. There are conflicting re- 
ports about his success as an ophthalmologist but none about 
his ability as the creator of Sherlock Holmes. Warwick Deep- 
ing belonged to the third generation of physicians in his family, 
He is best known for a novel called “Sorrell and Son.” A. J, 
Cronin is another prominent writer who abandoned a medical 
career for literature. He has written many popular novels, in- 
cluding “The Citadel.” The late Francis Brett Young also gave 
up medicine to enjoy widespread popularity as a writer, a poet, 
and a philosopher. 

In this country, a diplomate of the American Board of Sur- 
gery, Frank Slaughter, closed his medical career not many years 
ago to enjoy fame as a wriier of popular novels and short stories. 
There are other physicians—Albert Schweitzer, Hans Zinsser, 
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William Osler, to name an outstanding few—who also have 
demonstrated their skill as writers, Although the list is incom- 
plete, it does suggest that medicine and literature have a strong 
affinity for each other and that doctors who write have made a 
lasting impression in the annals of literature. 


MISCELLANY 


The following statement was read before the ninth General 
Assembly of the World Medical Association. It is sufficienily 
comprehensive, however, to be of interest to physicians every- 
where.—EbD. 


SOCIAL SECURITY IN THE FIELD OF HEALTH CARE— 
ITS BACKGROUND AND PROSPECTS 


Dag Knutson, M.D., Stockholm, Sweden 


Much has been written about the medical profession and its 
relations to “the outer world,” in particular that part of it which 
deals with social security, of which a great deal falls within the 
scope of medical activities. What has been placed before the eyes 
of the attentive reader discloses that little love seems to be lost 
between the profession and those whose calling it is to provide 
social security and to extend it to ever greater parts of the 
population through collective means. In only a few countries 
do these two groups seem to work together in harmony and 
produce documents of real value. 


RELATIONS OF DOCTORS AND SOCIAL PLANNERS 


In principle doctors are naturally anything but opposed to 
the idea of security for the population; it would indeed be 
remarkable if they were considering the traditions and tasks of 
their profession. But, in many ways they find modern trends in 
the development of social security that are dangerous and ill- 
advised. These tend to create a bureaucracy and massive ad- 
ministrative machinery, which divert moneys from more prac- 
tical objectives. They tend to introduce statistical points of view 
where such are not really applicable, leading to a leveling of 
benefits that results in too much or too little in relation to highly 
individual needs. They tend to come between the doctor and his 
patient, transforming the latter from an individual needing 
health care to a social mass demanding benefits. They tend to 
push matters further and further into the political field, thereby 
introducing alien elements with unexpected consequences and 
often a departure from sound psychology. 

The World Medical Association in its notable “Statement on 
Medical Aspects of Social Security” draws attention to the fact 
that all these matters become very complicated for the medical 
profession: “The success of its work is the result of team-work, 
where the team consists of two members: the doctor and his 
patient. Much depends on the cooperation of the latter. Restora- 
tion of health to a great extent depends on the will of the patient 
to get well: this will must be encouraged. If the will is there, 
doctors can the more easily heal their patients, as well as control 
the functioning of social security in their own field—both fairly 
successfully. If it is not, they will probably fail.” 

Naturally these words, and others to be found in the same 
statement, were received with mixed feelings. In some places 
the orthodox press had convulsions of fury, due perhaps to 
possible political implications, which shows the truth of Dr. 
Ffrangcon Roberts’ words: “Among all the subjects with which 
governments are concerned, health is in many respects unique. 
Emotion and sentiment are its natural accretions, of which it 
can be stripped only with the greatest difficulty, and those 
attempting the task run the risk of being charged with callous- 
ness. It is thus weighted with meretricious party-political value.” 

The position of “the other side,” i. e., the social planners, is 
perhaps less clear. It expresses itself, at least officially, with a 
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certain caution as to the medical profession, although bitterly 
critical remarks can be found. In a roundabout way we can 
deduce that doctors are far from popular with the members of 
this “other side.” These people insist on having what they call 
a liberal profession. They keep talking about the doctor-patient 
relationship as something which would remain uninfluenced by 
development in the field of social security. They complain 
doctors refuse to be looked upon as technicians in the service of 
institutions. “What difference does it make,” they ask, “since the 
role of doctors is to safeguard the welfare of people who have 
lost the necessary balance, namely health?” All this occurs, say 
the social planners, because doctors have not “adapted them- 
selves to new social forms of organization” nor noticed that 
“sickness has become a social phenomenon, which affects the 
whole national economy.” As Mr. Lavielle complains: “The 
language of doctors is getting further and further away from 
the language of social security.” 

In voicing these complaints the social security planners would 
do well to recall that they have rarely if ever consulted the 
practising medical profession and any advice they may have 
received from the profession has been consistently ignored. No 
medical care program can ever be successful unless it has the 
cooperation of those who have to carry it out. Is it any wonder, 
then, that the doctors are demanding that they be consulted at 
the planning level? Perhaps, if the doctors were consulted, the 
social security planners would have less difficulty in understand- 
ing the language of doctors. 

Off and on we are led to suspect that there are, from our 
point of view, more serious complaints, dealing with medical 
ethics, personal integrity, and proper financial disinterestedness. 
However, if the language here is cautious, the medical pro- 
fession should observe the fact, in case there is fire behind the 
smoke. 

FINANCIAL ASPECTS 

One thing, though, is extremely clear—doctors and _ their 
activities cost a great deal of money, and the cost is steadily 
increasing, thus causing social security institutions severe head- 
aches. At the bottom—and this applies to practically all dis- 
cussions and all statements coming from these quarters—the 
difficulties and complaints involve unconquerable financial diffi- 
culties. Deficits are always threatening, receipts and expenses 
do not balance, and, above all, expenses show an appalling 
tendency to increase, even where the general standard of living 
is high and rising, as in most well developed countries. This is 
a truth that is openly admitted by the social security institutions 
themselves, which frantically hunt for ways and means to in- 
crease their revenue and to diminish expenditure. The possibili- 
ties of increasing revenue are limited by hard and realistic facts, 
while reducing costs meets a multitude of obstacles, some of 
which—and they are important ones—are consequences of that 
meretricious party-political value, of which Roberts speaks. 

Under these circumstances it is understandable that doctors 
come under the consideration of those who have to try to make 
both ends meet. A very considerable part of the costs of social 
security go through the hands of the medical profession, which 
evidently has, in addition to other obligations, been given new 
and complicated ones. Just how big this part of the cost is 
cannot be stated. Available statistics do not provide such de- 
tailed analysis. The question of how much the medical pro- 
fession is responsible for costs and their augmentation remains, 
for the time being, unanswerable. Naturally, even more im- 
possible to learn is whether the profession, through letting itself 
be too much influenced by patients’ wishes or for other reasons, 
incurs avoidable expenses and, if so, to what extent. It is, how- 
ever, highly improbable that the steady and, in fact, rather 
frightening increase in social security costs should be attributed 
to doctors’ activities other than those due to the introduction 
of new or increased benefits and additions to the population. 
Also, it must be remembered that many social security activities 
fall entirely outside the scope of medical work. 

Some hard facts as to the actual, or at least comparatively 
actual, situation can be found in “The Cost of Social Security 
1949-1951,” recently published by the International Social 
Security Association in collaboration with the International 
Labour Organization. The document has been referred to as a 
source of information of undeniable’interest in the report of 


— 
vil 
195 


Vol. 159, No. 10 


the social security committee to the ninth general assembly 
of the World Medical Association. It should be viewed as an 
attempt to create a basis for international comparison of social 
security costs. Considering the variety of social welfare systems 
in use, the incompleteness of national statistical material and 
the intricacies that characterize the distribution of sources of 
income, as well as expenditure in the modern community, great 
caution has to be displayed in using and in interpreting the 
material. In fact, the reader of the bocklet is advised to do so. 
Many questions are left unanswered. The total costs of social 
security are not available, as the “national social security system” 
of each country has had to be limited to certain schemes which 
satisfy the criteria of being legally established, administered by 
public, semipublic, or autonomous bodies, and intended to pro- 
vide curative or preventive medical care, means of subsistence, 
or supplementary income. Certainly a great many efforts with 
similar aims are excluded from the investigation and the total 
“turnover” of all activities cannot even be estimated. There is, 
wisely enough, no definition of the expression “social security.” 

Nevertheless some interesting facts are revealed. Of the 18 
European countries included, 17 have reporied total expenses 
relative to pertinent social security schemes. In the year 1949, 
the grand total for these expenses amounted to a sum of 
$12,715,000,000. Two years later the corresponding sum was 
increased almost 32% or by $4,012,000,000—to a total of 
$16,727,000,000. 

Similarly, in 1949-1950, 12 non-European countries together 
expended $13,460,000,000 and in 1951 this sum had been 
increased by $1,472,000,000 to a total of $14,932,000,000. The 
distribution here is more uneven than between the European 
countries, and the United States alone expended about 80% of 
the mentioned total sum. All in all then, for that part of social 
security that has been recorded, in 1951, 29 countries spent 
$31,659,000,000, increasing expenditures over 1949-1950 by 
$5,484,000,000. 

The total sums are probably not imposing if compared, for 
instance, to those spent on armament. Nevertheless, they give 
an over-all picture of where we are. They also seem to explain 
why social security institutions begin to feel disturbed. Perhaps 
of greater interest are the figures on the increases of expendi- 
tures: for European countries in two years about 32% and for 
all recorded countries about 21%. 

Of further interest is the fact that administrative costs in 
European countries for the year 1951 amount to a grand 
total of $680,000,000. In the United States alone this was 
$512.000,000. Data on this type of expenditure are, however, 
far from complete, many items being too entangled with other 
expenses to be extricated. It is to be assumed, however, that 
the sums used for administrative expenses also have increased. 
The basic tables do not permit comparisons on this item, but 
the steady depreciation of most currencies with a corresponding 
increase in wages and prices would make such an assumption 
highly probable. 

However, trends of development are of greater interest than 
actual status. Will costs continue to increase at the same rate, 
and can they do so? If they do so, why? These questions are, 
for many reasons, extremely important to the medical profession. 
A very considerable proportion of social security expenses fall 
under the two headings, “social insurance” and “public health 
services.” Between them they are generally responsible for well 
over 50% of the expenses, and the main part of doctors’ activities 
as well. Total receipts of social security as reported in this in- 
vestigation are expressed as percentages of total national income, 
and range in Europe in 1951, from 7.1 to 20—with one excep- 
tionally low figure; outside Europe they are a bit lower, with 
a scale varying between 1.6 and 12.6. Thus, we see that the 
recorded activities alone handle sums of such magnitude and 
that the impact on economic life must be extensive. In reference 
to its repercussions on “social life,” this cannot, of course, even 
be expected that les enfants de la patrie need not ask their 
material meaning. This is particularly true of countries, where 
the general standard of living is highest and it therefore would 
be expected that “les enfants de la patrie” need not ask their 
Alma Mater to assume so many of their responsibilities for 
their own social security, which in one way or another are ulti- 
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MISCELLANY 1055 


The answer to the questions just asked is, in all probability, 
in the affirmative. To quote Mr. Petrilli, the president of the 
Italian National Sickness Insurance Institute: “The accounts of 
the (social security) institutions will always show a deficit and 
will constitute a burden until the moment arrives when govern- 
ments will apply themselves seriously to the problem.” Here 
One might insert the remark that governments certainly seem to 
apply themselves to the field in question—whether seriously, in 
the sense desired by Mr. Petrilli, can be left aside for the moment. 
Most doctors would agree with Mr. Petrilli. They would also 
agree with Mr. Ulloa, the head of the legal division of the 
Venezuelan Social Insurance Institute, who, in discussing factors 
that influence the costs of social security, especially medical 
services, states that “where social insurance is in course of 
progressive application to the whole country, each new extension 
causes a disproportionate expenditure that may be explained as 
follows: (a) a great part of the beneficiaries in a new zone rush 
to take advantage of the insurance, with consequent congestion; 
(b) the mortality (morbidity?) index for such a zone is relatively 
high; and (c) the indusirial development and the population 
covered are not sufficient to produce an income to balance the 
expense. It must also be borne in mind that in districts in which 
social insurance has been applied for some time, the Institution 
slowly creates in the beneficiaries the habit of resorting to medi- 
cal services whenever they feel the slightest physical indisposi- 
tion.” 

This statement refers mainly to conditions in Latin America 
but seems to be fully applicable to conditions elsewhere. Like 
Mr. Petrilli, Mr. Ulloa raises “the question of a greater par- 
ticipation by the state in the maintenance of the medical services 
and the possibility of arriving at a national medical service.” 

These two highly experienced gentlemen then seem to be of 
a somewhat pessimistic turn of mind, where the financial pros- 
pects of social insurance are concerned. They, as well as the 
international association which they represent, feel that, to a con- 
siderable extent, doctors should be blamed for this situation. 
Those of us who have studied the resolutions of the International 
Social Security Association on Medical Secrecy, on the pre- 
scription of medicaments, and on the conclusions concerning 
the relations between social security institutions and the medical 
profession, have formed a strong impression of their opinion. 


MEDICAL ETHICS AND CONCEPTS AND SOCIAL POLITICS 

It is for the profession to consider whether its activities in 
the field of health care (the possibility of occasional but always 
deplorable instances of misconduct being recognized) follow not 
only the rules of science but also those of ethics, in recognition 
of the fundamental principle that any claim for freedom and 
authority must be accompanied by a guarantee. It is also the 
duty of the profession to define its scope and contents. This has, 
in fact, been done, and the profession seems to feel that on the 
whole it observes its existence. Whether “the other side” shares 
this opinion seems doubtful. Mr. Petrilli finds the most probable 
solution of the financial difficulties in which social security in- 
stitutions find themselves, in “giving the principles of profes- 
sional ethics statutory force.” This would not indicate that the 
“reactionary” medical profession is found “reactionary” even in 
the manifest recognition of principles of venerable age but of a 
nature disconcerting to the social security institutions, 

However, Mr. Petrilli adds as a second part to his solution “a 
new interpretation of the practice of medicine consistent with 
the new exigencies of the social period in which the world finds 
itself to-day,” and this leads to considerations of a different 
nature. It has already been mentioned that the International 
Secial Security Association reporters, Messrs. Petrilli and Ulloa, 
suggest increasing State intervention, and they are by no means 
the first or only ones introducing such eventualities. The Inter- 
national Labour Organization long ago drew attention to “the 
tendency of loosening up the ties between benefit right and con- 
tribution payment, and of creating a public service for the 
citizenry at large making all care and supplies available at any 
time and without time limit * In other words, the whole 
field of social security including social insurance, which no 
longer is insurance sensu strictiori, is being centralized and 
pushed into the arms of the state, governed by state policies. The 
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real answer, therefore, to any question pertaining to future 
developments has to be sought in the political field, even if, 
perhaps, finally and ultimately the relentless financial realities 
will be one of the deciding factors. So far, political forces have 
had some elbow room—or believe that they have—and social 
politics lends itself well to appealing declarations and building-up 
platforms for party-political, competitive activities, consequently 
quickly reaching a central position. It is, in fact, as experts 
have pointed out, being raised from a humbler position to a 
leading role, changing its former task of correcting conditions 
to the new one of creating them. The expansion is brought about 
in the usual way: needs are discovered, given wide publicity, 
and immediate steps are demanded to meet these needs. This 
cosis money and the pocket of the taxpayer has to be searched 
anew—a procedure, the success of which depends on the prob- 
ability of accompanying promises of a reasonable return. So 
far the average man has paid up, proving himself to be credulous, 
if not gullible. But even if he is not, he has to pay anyway. 

This may be all right up to a certain point—that point being 
when he begins to feel that his protection and the sugar coating 
do not make up for his restricted and controlled activities. In 
the so-called highly developed countries this point has been 
reached or even passed and he reacts, conscious or perhaps more 
often unconscious of the real trouble, in different ways. Many 
of these reactions take him to the doctor. Look at the various 
delinquencies, at statistics of drug addiction, divorce, and crime. 
Can we say that we have been able to bring man any nearer 
that complete mental, physical, and social well-being that is the 
proclaimed aim of social security? This question is raised by 
a famous British psychiatrist, who answers himself with at least 
serious doubt. The psychosomatic troubles are becoming more 
frequent, and not only because we have come to observe them 
more closely. 

This then is important. It also means that the doctor’s par- 
ticular section of social security is being drawn into the political 
field. For instance it is extremely misleading to state, as has 
been done in the International Social Security Asscciation report 
on relations between the social security institutions and the 
medical profession, that the introduction of a compulsory sick- 
ness insurance in Sweden with some direct benefits indicates 
that the new system would be more advantageous from the 
viewpoint of the insured and the medical profession. In fact, 
large numbers of the insured were opposed or doubtful, and the 
doctors fought the plans from the very beginning, having studied 
Similar systems and their effect in other countries. The matter 
was more or less purely political, cherished by competing 
political parties, and left a number of unsolved but important 
details and an equal amount of general difficulty for patients as 
well as doctors. The promise, therefore, to provide the necessary, 
adequate, and most effective medical care for all persons pro- 
tected becomes a political one. Strengthened and reinforced by 
article 25 of the Declaration of Human Rights, its scope gradu- 
ally widens. It tends to be the conception of society’s acceptance 
of the responsibility for man’s well-being, i. e., his feeling well. 
The most effective medical care is evidently the one leading to 
restitutio ad integrum, as doctors say. Hence the duty of society 
goes further and delves into regions of unlimited and still partly 
unknown areas. Health itself is being raised to the august level 
of one of man’s inalienable rights, the guarding of which even- 
tually becomes a correspondingly important duty of society. 

It is essentially here that the views of the medical profession 
become irreconcilable with those of the social security in- 
stitutions or their various sponsors, namely, state, community, 
ultimately the politicians, generally lay people. At the very 
foundation is a difference between the lay and the professional 
conception of health. Health to the laity, beside being something 
positively good, embedded in emotions, and endowed with al- 
most mysterious properties, is often more or less equal to a 
capacity for work. Often, too, it seems that its production is 
regarded as a result of comparatively simple and technical 
measures—the doctor is a technician. The Lima medical declara- 
tion of 1949 recommends that “systems of evaluation should be 
worked out among the Social Insurance Assistance Organizations 

. Which would evaluate the work of the doctor on the basis 
of efficiency, rapidity and economy of the diagnosis and treat- 
ment of the cases and not merely be based on the number of 
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consultations, operations and medical acts performed.” The first 
part of this recommendation does not sound or promise well; 
the second part may aim at a mitigation. 

Finally, the often heard thesis on the enormous gains of 
modern medicine seems to be interpreted as a promise of im- 
mediate practical results. Not so to the medical profession, for 
whom health is a state of normal psychophysical functioning— 
the neutral point around which the human being revolves and 
to which he tries to return. Homeostasis, chiefly promoted by 
inherent propensities, can sometimes be brought about by medi- 
cal measures. Individual reactions to these are about as numer- 
ous as the individuals themselves, and, what makes things worse, 
somatic factors are increasingly mixed with psychological ones, 
with even more diversity. Modern society breeds nervous dis- 
orders. The craving for higher standards of living through in- 
creased production, work under contract pressures, the monotony 
of factory work in industry, the impossibility of feeling a per- 
sonal responsibility in the final product of the large industry, 
the heavy taxation, and the sneaking feeling that the return is 
not good enough nor the money earned of stable value, and 
added to this, controlling measures, forms and slow progress 
when the welfare machinery, so efficient looking on paper, starts 
grinding—all of this leaves obvious marks on the mind of the 
average man, and the doctors of the world can bear witness to 
this fact. I am aware that I speak as a member of a highly 
developed society, one of those that are held up as desirable 
examples for so-called underdeveloped, nonindustrialized coun- 
tries where “progress” is slow or even imperceptible, but I can 
frankly state that the tasks of my colleagues and myself are 
becoming steadily more difficult to fulfill. Health cannot be 
manufactured. Furthermore, there is no royal road to health. 
Health is not a reward for faithful abiding by certain rules of 
living, nor does it exist in proportion to material conditions 
beyond a rather primitive level. 


NEED FOR RESPONSIBLE COOPERATION 


Finally, in health there is a very definite element of recog- 
nition and will, which further contributes to its personal charac- 
ter. Its creation is an adventurous task, for the fulfillment of 
which medical science, artistic touch, didactic activities, and 
often time, itself, must join forces. But science means new 
questions, art moves in the lofty regions of intuition, and the 
outcome of teaching depends on the quality of the teacher- 
student team. Hence there are many variables and unknown 
factors in the equation. 

Therefore, if social politics and, emanating from it, social 
security schemes, try to shoulder the responsibility for the well- 
being of man, there can only be one outcome: demands will 
forever exceed supply and financial resources. Doctors, whether 
members of a liberal profession or working as civil servants, 
whether assuming the role of guardians of the patient or that 
of controller on behalf of the security system, can do but little 
to change this, at least as long as they are true to their pro- 
fessional and ethical standards. It is of course nonsense to talk 
about cheap, and yet first-class, medical care. Medicine cannot 
be cheap, and will become less so. He who embarks upon social 
security schemes including health care at a first-rate level will 
have to realize that, on the whole, hopes for a compatibility 
with available financial resources should be abandoned. 

This should not be regarded as a non possumus from those 
who try to make their fellow man healthier. Nor does it contain 
an evaluation of any specific system. The medical profession 
should recognize its heavy responsibilities, scientifically and 
ethically, and I should like to emphasize each of these with the 
same force. The medical profession should also cooperate with 
those whose task it is to see that the doctor’s recommendations 
can be implemented. However, it must demand that medicine 
not be looked upon as a technology; that the care of the in- 
dividual patient not be deprived of “social” value or nature; 
and that this care not be interfered with in a way which further 
complicates already difficult problems. The medical profession 
must state that medicine, an age-old art merged with a young 
science, should set its own conditions of practice, with social 
security systems assisting in the achievement of the ultimate | 
goal. 
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INTERNAL MEDICINE 


Pulmonary Embolism. H. Hussey and S. Katz. GP 12:59-68 
(Aug.) 1955 [Kansas City, Mo.]. 


The diagnosis of pulmonary embolism that results from 
lodgment of a blood clot in the pulmonary artery or one of 
its branches is not difficult when it is manifested by such symp- 
toms as sudden chest pain, dyspnea, hemoptysis, fever, signs 
of consolidation, and evident venous thrombosis. This typical 
picture is present in a minority of cases. More often, pulmo- 
nary embolism mimics other diseases. The respiratory mani- 
festations may be greatly overshadowed by symptoms suggest- 
ing heart disease or cerebral disease. Pulmonary embolism 
should be considered when fever appears on the third or fourth 
postoperative day. In cardiac patients one should think of 
pulmonary embolism when heart failure is suddenly aggravated 
or in the presence of persistent heart failure, coronary type 
pain, low grade fever, mild icterus, and tachycardia. Occasion- 
ally, a transient episode of unconsciousness is the chief sign of 
pulmonary embolism. Older patients with pulmonary embolism 
may present the clinical picture of localized or general con- 
vulsions, of a hemiplegia, or of some other neurological dis- 
order. Pulmonary infarction and pneumonia have symptoms in 
common and pulmonary infarction is often erroneously diag- 
nosed as pneumonia. Sometimes the chest roentgenogram pro- 
vides a valuable clue or indeed is typical of pulmonary infarction; 
the typically cone-shaped infarcts may appear triangular, oval, 
or round, but irregular shapes are common. The rapidly chang- 
ing nature of pulmonary infarction and multiple bilateral densi- 
ties are valuable clues in the differential diagnosis. When a 
patient is known to have had an episode of pulmonary em- 
bolism, he is particularly vulnerable to repetition of the attack, 
and, with succeeding episodes, the likelihood of a fatal 
embolism increases extraordinarily. The total risk of thrombo- 
embolism may be reduced by adequate anticoagulant therapy. 


Clinical Studies of Secondary Amyloidosis in Tuberculosis. 
M. H. Wald. Ann. Int. Med. 43:383-395 (Aug.) 1955 [Lan- 
caster, Pa.]. 


Secondary amyloidosis occurred in the course of tuberculous 
disease in 30 patients in the Chicago Municipal Tuberculosis 
Sanitarium. Of the 30 patients between the ages of 18 and 61, 
21 were men and 9 were women, 25 were white and 5 were 
Negroes. Congo red retention of 90% or more was a standard 
criterion for diagnosis, and all but 2 of the 30 patients showed 
such a retention of dye: in the 2 patients in whom it was absent 
initially, it appeared later. The average interval between the 
presumptive onset of tuberculosis and that of amyloidosis was 
4.6 years. The data referring to this finding in the author's 
patients suggest higher resistance to amyloidosis and later onset 
among females. Albuminuria and hepatomegaly were almost 
always present. Studies of hepatic function indicated impair- 
ment, as evidenced by diminished cholesterol esterification in 
13 of 20 patients, depression of normal albumin-globulin ratio 
in 21 of 28 patients, cephalin flocculation of 2 plus or higher 
in 11 of 12 patients, elevated thymol turbidity in only 4 of 11 
patients tested, and retention of bromsulphalein above 10% 
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in 8 of 23 patients. Hypercholesteremia was observed in 6 
of 23 patients, and it was associated with massive albuminuria 
in 4. The presence of hypercholesteremia offers a more favor- 
able prognosis in some cases. Normal or elevated total plasma 
proteins, a tendency to hyperglobulinemia, inversion of the 
albumin-globulin ratio, and wide variation of albuminuria 
were Observed. The alterations of total plasma protein and its 
fractions are the result of the net effect of the stimulation of 
globulin formation by infection, albumin loss by reason of 
albuminuria, and the depressing effect on the production of all 
protein fractions by hepatic impairment. Renal failure to the 
point of nitrogen retention was observed in four patients, three 
of whom died in uremia. Impairment of renal function as 
measured by phenolsulfonphthalein excretion and confirmed in 
some patients by either urea clearance or concentration tests, 
was present in most of the patients. The severity of the al- 
buminuria did not parallel impairment of renal function. The 
classic syndrome of nephrosis with massive albuminuria, hypo- 
proteinemia, hypercholesteremia, and edema was observed in 
only one of the 30 patients. Edema was absent or minimal 
in most of the author’s patients and, when present, did not 
necessarily accompany hypoproteinemia or severe albuminuria. 
The average duration of amyloid disease in this series was 2.26 
years. Of 13 patients surviving after 1951, the average duration 
of the disease was four years, and the average duration of 
amyloidosis in the 7 patients who were alive at the time of 
the publication of the author’s paper was five years. This is 
presented as evidence of the greatly improved prognosis of 
secondary amyloidosis resulting from the recent progress in 
the therapy of tuberculosis. The cases of two patients with 
apparent regression of amyloidosis are described. Congo red 
retention decreased from 100% to 40 and 35% respectively. 
Evidence of persistent involvement of liver or kidney, or both 
organs, was found in these patients. 


Contribution to the Diagnosis of Tuberculous Peritonitis. W. 
Gropp. Medizinische, no. 31/32, pp. 1075-1077 (Aug. 6) 1955 
(In German) [Stuttgart, Germany]. 


The occurrence of tuberculous peritonitis is reported in three 
female patients between the ages of 15 and 43 years and in 
three men between the ages of 27 and 70. In one of the patients 
tuberculous peritonitis occurred simultaneously with pulmonary 
tuberculosis, and in another patient peritonitis was secondary 
to pulmonary tuberculosis. Signs of primary organic tuber- 
culosis could not be observed in two patients, and in the remain- 
ing two peritonitis occurred as a complication of a disease of 
the liver. The interval between the first complaint and the final 
diagnosis varied from 3 to 24 months. Laparoscopy estab- 
lished the diagnosis in each of the six patients. In two patients, 
the diagnosis of tuberculous peritonitis was highly probable and 
might have been made without the laparoscope, although other 
causes could not have been excluded without examination of 
the abdominal cavity; in the other four patients, however, the 
diagnosis could not have been made without the laparoscope. 
Thorough general examination particularly in patients with 
tuberculosis of the lungs or other organs associated with ab- 
dominal pain, a careful roentgenologic examination of the 
small intestine and of the colon, and laboratory tests such as 
an increased erythrocyte sedimentation rate, a positive cadmium 
reaction, and a shifting to the left in blood smears, may offer 
some aid in the diagnosis of tuberculous peritonitis in patients 
with atypical abdominal pain, loss of weight, and tendency to 
constipation or diarrhea. Laparoscopy is considered the most 
important method of examination, since it establishes the diag- 
nosis Within a few minutes by making possible inspection of the 
entire parietal peritoneum, omentum, large portions of the 
stomach, small intestine, colon, uterus and adnexa, liver, and 
spleen. Within four months, a complete cure was obtained by 
rest in bed and administration of streptomycin, isoniazid, amino- 
salicylic acid, and amithiozone in four patients; one patient 
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was lost to follow-up; and one died of severe cirrhosis of the 
liver. With rest in bed and administration of tuberculostatics, 
the prognosis is favorable in most patients. 


Studies of Ulcerative Colitis: Il. The Nature of the Psychologic 
Processes. G. L. Engel. Am. J. Med. 19:231-256 (Aug.) 1955 
[New York]. 


Engel reviews 44 published reports of psychological data 
in more than 700 patients with ulcerative colitis and reports 
personal observations in 39 patients with ulcerative colitis. 
Among these patients there were found with consistency (1) 
defects in personality structure long antedating the onset of 
colitis, (2) a characteristic type of dependent and restricted 
relationship with people, (3) consistent psychopathology in the 
mothers, and (4) failure to achieve full heterosexual develop- 
ment. The onset and relapses of the disease were observed to 
occur in settings that represented to the patient real, threatened, 
or fancied interruptions of key relationships, but the disease 
developed only when the corresponding affect was helplessness, 
despair, and hopelessness. In confli:ct situations that were not 
responded to with such affect, other neurotic, psychotic, or 
psychosomatic reactions, notably headache, were observed. The 
author offers a modified formulation of psychosomatic concepts 
of ulcerative colitis that stresses the significance of the mother- 
child symbiosis in determining the particular personality de- 
velopment and vulnerability to separation; it relates the tissue 
reaction of ulcerative colitis to biological changes occurring 
consequent to traumatic separations, and it attempts to account 
for the choice of organ (colon) on the basis of constitutional 
and experimental factors in the mother-child interaction. 


Whipple’s Disease: Glycoproteins, Lipoproteins and Other Bio- 
chemical Studies Before and After Successful Cortisone Therapy. 
F. Schaffner and A. L. Scherbel. Gastroenterology 29:109-119 
(July) 1955 [Baltimore]. 


Recent histochemical investigations of intestinal and mesen- 
teric lymph node tissues in Whipple’s disease (intestinal lipo- 
dystrophy) provided a rational basis for treatment of this rare 
condition. The demonstration of a polysaccharide-rich material, 
presumed to be protein, suggested a relationship of this condition 
to the systemic “collagen diseases” and a possible response to 
corticosteroid therapy. The authors present the history of a 39- 
year-old man who complained of recurrent diarrhea of two and 
a half years’ duration. The diagnosis of intestinal lipodystrophy 
was made preoperatively on the basis of chronic diarrhea, fever, 
arthritis, emaciation and pigmentation associated with anemia, 
albuminuria, hyperglobulinemia, low serum cholesterol, and 
abnormal roentgenograms of the small intestine. The diagnosis 
was confirmed by mesenteric lymph node biopsy using periodic 
acid-Schiff stains. Biopsy of the liver and axillary lymph nodes 
failed to reveal specific abnormalities, and sarcoid-like follicles 
were not seen. The lack of increased fat in the stool possibly 
was a result of the low-fat, bland diet to which the patient had 
rigidly adhered. The elevated sedimentation rate, antistrepto- 
lysin O titer, and serum gamma globulin, as well as the history 
of transient arthritis and the finding of a loud apical systolic 
murmur that did not disappear after the patient was well, sup- 
port the contention that Whipple’s disease may perhaps belong 
to the group of diseases of which rheumatic fever is an example. 
The elevation of the total serum polysaccharides and muco- 
protein polysaccharides is also in keeping with this contention. 
After the diagnosis of Whipple’s disease had been made and 
the patient was being prepared for an operation, he was given 
several pints of blood and vitamins. He improved following this 
treatment, but after five weeks his diarrhea recurred. A laparot- 
omy was performed, which confirmed the diagnosis. Treatment 
with vitamin Bi was tried but was not effective. Some weeks 
later he was given 300 mg. of cortisone intramuscularly. The 
following day he was given 200 mg. and then 100 mg. a day 
thereafter. He was placed on a low-sodium diet and given potas- 
sium. In the first week his appetite improved and he gained 
12 lb. (5.4 kg.), although ankle edema developed. During the 
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second week he began to complain of abdominal and generalized 
muscular pain. Another laparotomy was done because of in- 
creasing abdominal distention and general deterioration. The 
immediate postoperative period was stormy. The patient was 
given 30 mg. of corticotropin intravenously in addition to 300 
mg. of cortisone intramuscularly. The corticotropin was con- 
tinued for five days in decreasing doses, and the cortisone was de- 
creased after three days to 100 mg. a day. The patient became 
asymptomatic and was up and about. Fecal fistulas developed, 
but they closed, and later the stools became normal and the pa- 
tient stated that he felt better than ever. Literature reports are 
cited to the effect that earlier four other patients with Whipple’s 
disease were successfully treated with steroid hormones and one 
with nitrogen mustard, The authors regard it as most likely that 
Whipple’s disease is a bizarre isolated inflammation of the 
mesenteric lymphatics in which a peculiar type of protein is re- 
leased and in which the carbohydrate and fat bound to the pro- 
tein are also deposited in the mesenteric lymph nodes. The term 
lipodystrophy is a double misnomer because the primary altera- 
tion is not a dystrophy but an inflammation, and it probably 
involves polysaccharide-containing mesenchymal tissue with 
only secondary lipid deposition. 


Constitutional Anemia (Fanconi’s Syndrome) and Leukemia in 
Two Brothers. R. H. Cowdell, P. J. R. Phizackerley and D. A. 
Pyke. Blood 10:788-801 (Aug.) 1955 [New York]. 


Fanconi’s syndrome can be considered in two separate parts: 
first there is the bone marrow hypoplasia with resultant anemia, 
thrombocytopenia, and often leukopenia. The second part con- 
sists of other congenital defects that are not absolutely uniform 
from case to case but present a fairly well-defined pattern, 
usually including microcephaly and genital hypoplasia. The 
authors record the history of two brothers who had similar 
alihough not identical congenital defects. The defects were such 
that if both brothers had suffered from hypoplastic anemia 
there would have been no doubt that the diagnosis of Fanconi’s 
syndrome was correct. However, only one of them developed 
anemia of this kind; the other died of acute leukemia. The 
two brothers became ill in their third decade, one with severe 
bone marrow hypoplasia and the other with acute leukemia. 
Both died and autopsies were performed. The two shared cer- 
tain congenital defects, notably short stature with small heads, 
cutaneous pigmentation, pituitary and genital hypoplasia, and 
deformity of the thumbs. The brother with hypoplastic anemia 
also had aortic hypoplasia and his left kidney was absent. No 
previous report was discovered of the association of Fanconi’s 
syndrome and leukemia with similar congenital defects in 
brothers. In two reports of leukemia affecting cousins of patients 
with Fanconi’s syndrome, the leukemic cousins were without 
congenital defects. It is not suggested that there is necessarily 
any profound significance in this association of leukemia and 
the familial anemia of Fanconi in one instance in brothers and 
two in cousins, but it does raise the question of connection 
between certain cases of leukemia and aplastic anemia. The 
authors have seen several patients who initially had all the 
features of aplastic anemia, and in whom later frank leukemia 
developed. Three such cases were mentioned by Adams in 1951. 
The authors do not know whether these cases should be re- 
garded as cases of leukemia with an initial phase similar to 
aplastic anemia or whether they indicate that true aplastic or 
hypoplastic anemia may pass On into leukemia, but the associ- 
ation does deserve attention. 


Complete Relief of Gout. F. G. W. Marson. Lancet 2:360-364 
(Aug. 20) 1955 |London, England]. 


Effective control of the serum uric acid level by continuous 
administration of sodium salicylate rapidly relieves the symp- 
toms of chronic gouty arthritis. At first mild attacks of acute 
gout continue, but after a variable period all painful manifes- 
tations of gout are completely relieved. The histories of seven 
patients in whom this happened are described, to whom either 
sodium salicylate or probenecid was administered for periods 
of 18 to 60 months. The patients were selected only in that they 
all had chronic gouty arthritis, their blood urea level was nor- 
mal, and they had been followed for at least 18 months while 
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receiving therapy. The remissions obtained seemingly could 
not have been spontaneous because the patients’ attacks occurred 
frequently and were usually becoming progressively more fre- 
quent and severe when treatment was begun. (Long spontaneous 
remissions are generally limited to patients in whom symptoms 
have consisted of occasional acute episodes.) The delay in the 
full effect of this therapy can be explained on the following 
basis. Reabsorption of urate deposits may continue for many 
months, as shown by the gradual shrinking of tophi and pro- 
gressive radiological improvement. During this time it is likely 
that the uric acid level in the tissue fluid in proximity to the 
dissolving tophi is appreciably higher than the level in the serum; 
this may explain why acute paroxysms of gout can occur with 
normal levels in the serum. Perhaps acute gouty paroxysms 
stop when urate deposits have been completely absorbed or 
when the remaining deposits are insoluble. It might be expected 
that only under these circumstances would the uric acid level 
in the tissue fluid be reduced to about the same as that in the 
serum, thereby protecting the patient from further attacks of 
acute gout. In one of the author’s patients a recurrence of gouty 
symptoms followed the substitution of probenecid for salicylate. 
However, this drug is sometimes effective in relieving gout and 
is indicated in patients who cannot tolerate salicylate. Prolonged 
therapy with uricosuric drugs is not necessary in every patient 
with chronic gout. Patients whose symptoms are limited to re- 
current acute episodes may need it, depending on the frequency 
and severity of these attacks and the extent of relief obtained 
from prompt administration of colchicine. 


Calcinosis Universalis. FE. C. Arendt, C. J. Pattee and H. S. 
Mitchell. Canad. M. A. J. 73:269-272 (Aug. 15) 1955 |Toronto, 
Canada}. 


A case of calcinosis universalis is described in a 25-year-old 
man in whom calcium salt deposits in the form of hard sub- 
cutaneous nodules had been present since the age of 5 years. 
Palpable nodules were present in the muscle mass of the right 
hamstring group and both biceps. There were subcutaneous cal- 
cifications around the left elbow and in the left axilla. The 
patient admitted drinking several quarts of milk daily in the 
course of the last two years while in the army. Complete x-ray 
examination revealed calcified areas in the right thigh, in the 
left and right arms, and left axilla. There was no evidence of 
calcification in the soft tissues of the chest and abdomen, the 
heart and main vessels, the kidneys, or the joints. The bones 
were normal in appearance. Calcium, phosphorus, and nitrogen 
balance studies were made with the patient on a ward diet, a 
ketogenic diet, and a ketogenic diet with low calcium. Since 
the ketogenic factor in the diet did not further increase a nega- 
tive calcium balance, the patient was discharged on a low cal- 
cium diet only and was asked to avoid all milk and milk prod- 
ucts, since the exacerbation of his condition as well as a previous 
one at the age of 13 years were definitely related to increased 
calcium consumption. Pathogenesis, symptomatology, prognosis, 
treatment, and differential diagnosis of calcinosis universalis are 
discussed briefly. 


Kwashiorkor and Protein Malnutrition: Dietary Therapeutic 
Trial. J. F. Brock, J. D. L. Hansen, E. E. Howe and others. 
Lancet 2:355-360 (Aug. 20) 1955 |London, England}. 

In kwashiorkor cure can be initiated by administering 
skimmed milk without further dietary supplements. Therapeutic 
trials in 135 patients with the disease at three centers in the 
Union of South Africa are described, the object being to de- 
termine which nutrients in skimmed milk are responsible for the 
cure. The trials were limited to the initiation of cure, no con- 
clusions being drawn about its consolidation, A partly synthetic 
formula, C;, consisting of Labco vitamin-free casein, water, 
glucose, and a salt mixture proved to be no less effective than 
skimmed milk both in initiating cure and in restoring the serum 
albumin level. The tests are being continued with Labco casein 
from which Schwarz’s factor 3 has been removed, and with 
mixtures of pure amino acids patterned on casein. An addendum 
to this article states that results comparable to those obtained 
with the milk and casein formulas have been obtained in nine 
additional patients with kwashiorkor treated with a mixture of 
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synthetic amino acids supplemented by known vitamins. No un- 
identified factors such as Schwarz’s factor 3 or Gy6rgy’s Lacto- 
bacillus bifidus factor are required for the initiation of cure. 


Action Mechanisms of Salicylate Therapy. J. Roskam, H. Van 
Cauwenberge, R. Vivario and M. Vliers. Presse med. 63:1105- 
1107 (Aug. 13) 1955 (In French) |Paris, France]. 


The effects on corticoidemia and corticoiduria of salicylates 
and corticotropin were studied in five patients. Intensive, con- 
tinuous, or prolonged salicylate therapy, if it produces a suffi- 
cient level of salicylemia, usually causes a significant increase 
in the blood level of the 17-hydroxycorticosteroids. An & gm. 
daily dose of salicylates produces an increase almost equaling 
that occasioned by the injection of 20 mg. of delayed-action 
corticotropin. The hypercorticoidemia caused by salicylates 
causes increased renal elimination of the 17-hydroxycorticoster- 
oids and the reducing corticoids. The hypercorticoidemia and 
also the hypercorticoiduria caused by salicylates usually persist 
for some time after the dose has been diminished and even after 
medication has been discontinued. The intensity of salicylate 
hypercorticoidemia suggests that it is concerned in the beneficial 
effects of intensive, continuous, and prolonged salicylate therapy 
of the collagen diseases and similar morbid states. The pharma- 
cological properties of salicylates independent of any stimulat- 
ing effect on the adrenal cortex have until now been studied only 
in animals and their role in the activity of these drugs remains 
unknown. 


The Dynamics of the Eisenmenger Complex: Hl. F. W. Koh- 
out, E. N. Silber, J. G. Schlichter and L. N. Katz. Am. Heart 
J. 50:337-351 (Sept.) 1955 |St. Louis]. 


Of 20 patients with the Eisenmenger complex reported on 
by the authors, 11 were males between the ages of 1 and 8 
years, and 9 were females between the ages of 2 and 30 years. 
There were 16 patients with arterial desaturation and 4 with 
normal arterial saturation. Of the 16 patients, only 3 never 
showed evidence of cyanosis, while in 13 cyanosis was present 
constantly or intermittently. The cyanosis as a rule appeared 
early, either at birth or in the first two years of life; in two 
patients only, it first appeared at the ages of 17 and 16 respec- 
tively. Clubbing was marked in only one of the 16 patients. 
Cyanosis and clubbing were absent in the four patients with 
normal arterial saturation, but minimal to moderate dyspnea 
on exertion was present in two. The electrocardiograms of all 
20 patients showed fundamental sinus rhythm or tachycardia. 
Not a single case of auriculoventricular block was cbserved. 
Abnormal P waves were observed in five patients. The finding 
common to all patients was strain of the right side of the heart, 
usually isolated but sometimes associated with a conduction 
defect on the right side, and, in one case, with strain of the left 
side of the heart. Large diaphasic QRS complexes were ob- 
served in only 6 of the 20 patients. Fluoroscopic and roentgen- 
ographic findings in the 20 patients varied considerably, but 
evidence of right ventricular enlargement, large pulmonary 
arteries, and hypervascularization of the lung field was found 
in nearly every patient. The heart size varied considerably, from 
normal to markedly enlarged. Catheterization was carried out 
in all patients. An interesting finding was the existence of a small 
but definite systolic pressure gradient between the right ventricle 
and the pulmonary artery in two patients. The physiology of 
the Eisenmenger syndrome consists essentially of the hemo- 
dynamics of a large interventricular septal defect, wherein the 
dynamics of muscular contraction are the major determinative 
factors and wherein a larger number of as yet undefined factors 
undoubtedly also play a role. An explanation of the patho- 
physiology of the Eisenmenger syndrome merely on a simple 
hydraulic principle of two circuits of unequal resistance in 
parallel is untenable. The increased pulmonary resistance present 
in this anomaly is of purely fortuitous occurrence. It is most 
probable that inflammatory changes or a coexistent congenital 
anomaly is responsible for the anatomic and physiological de- 
rangement of the pulmonary circuit. The rapidity and degree 
with which these changes develop indicate whether the picture 
presented by any given patient is a partial or complete one of 
the Eisenmenger syndrome or simply that of uncomplicated 
interventricular septal defect. 
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New Early Diagnostic Sign of Phlebitis of the Lower Extremities. 
T. Ortiz-Ramirez and R. Serna-Ramirez. Am. Heart J. 50:366- 
372 (Sept.) 1955 [St. Louis]. 


A new test to explore the clinical signs of the inflammatory 
and thrombotic processes of the deep veins of the lower ex- 
tremities was performed in 58 patients, 32 of whom had phle- 
bitis, 6 varicose veins, 12 arteriosclerosis of the lower extremities, 
4 thromboangiitis obliterans, 2 postphlebitic disturbances, and 
2 nonspecific venous disturbances. With the patient in recumbent 
position and the extremity to be explored slightly flexed, a 
sphygmomanometer mercury cuff was applied to the thigh and 
inflated to a pressure of 4 cm. Hg. Venous hypertension thus 
was provoked, which in the 32 patients with deep phlebitis pro- 
duced pain in some place, most often in the popliteal region or 
the calf. This pain increased in the course of 5 minutes and dis- 
appeared almost instantaneously after the pressure was released. 
The term “cuff sign” is suggested for this special pain. Homan’s 
sign was positive in only 26 of the 32 patients, and results from 
other tests currently in use to aid in the diagnosis of phlebitis 
of the lower extremities were positive in a still smaller number 
of patients. The cuff sign is not to be considered as a pathog- 
nomonic sign, since the patients studied were not a homogene- 
ous group and the diagnosis of incipient phlebitis can never be 
sustained with absolute certainty. Therefore, the value of the 
positivity of the cuff sign shares the limitations common to all 
clinical positive signs that reveal the onset of a certain disease. 
This sign, however, has also been observed in patients with 
fully developed phlebitis. The venous hypertension artificially 
produced by the compression of the thigh produces in a few 
minutes a distention of the subjacent venous system, which in- 
duces the same painful effects that other tests, now in use, arouse 
by mechanical external influences. The cuff sign was not posi- 
tive in patients with varicose veins. Of the 12 patients with 
arteriosclerosis of the lower extremities, 4 had a positive cuff 
sign. Of the four patients with thromboangiitis obliterans, two 
had a positive cuff sign. Of the two patients with nonspecific 
venous disturbances, one with a slight subcutaneous rupture of 
unknown mechanism had a positive cuff sign, while in the other 
with occlusion of the cephalic vein the cuff sign was negative. 


Chronic Pulmonary Disease in Histoplasmin Reactors: A Re- 
view of 229 Cases Discovered Through Chest Clinic Examina- 
tions. F. C. White. Am. Rev. Tuberc. 72:274-296 (Sept.) 1955 
{New York}. 


A chronic lung disease believed to be benign histoplasmosis, 
the pattern of which varied from a mild subclinical infection 
associated with minimal pulmonary infiltration to a moderately 
severe nonfatal illness with disseminated lung lesions, was ob- 
served in 229 patients between the ages of 3 and 76 years in a 
tuberculosis chest clinic and in a hospital. The observation period 
varied from 5 to 20 years. Of the 229 patients, all of whom 
had a positive reaction to the histoplasmin skin test, 123 had 
a negative reaction and 106 had a positive reaction to the tu- 
berculin skin test. Of 34 patients who were followed up from 
the onset of the disease, no history of exposure to dust was 
reported by 17, but a significant relationship between exposure 
to certain dusts containing organic material and the develop- 
ment of the disease was observed in the other 17 patients, 11 
of whom, while engaged in the demolition of a school build- 
ing in Plattsburg, N. Y., had been exposed to the dust near the 
habitat of pigeons. Of the 34 patients with established date 
of onset of the disease, 18 had nondisseminated lesions and 16 
had disseminated lung disease. Cough at first was nonproductive 
in all of them, but was followed by expectoration of a thick, 
tenacious, white or yellow sputum that usually appeared after 
four to seven days. Persistent symptoms consisted of dyspnea, 
lassitude, slight cough, expectoration, chest pain, night sweats, 
and hemoptysis. Persistent physical signs were found in only 7 
of the 34 patients; 4 had rales, 2 ronchi, and in one breath sounds 
were diminished and could not be voluntarily intensified. On 
roentgenographic examination, the infiltrate at the onset of both 
the disseminated and nondisseminated forms of the disease 
appeared irregularly mottled. After a period of | to 20 months 
the mottled shadows shrank and became nodular, but in 7 of 
the 34 patients mottled shadows persisted longer than two years. 
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The nodular densities gradually shrank and became spherical 
or ovoid, Evidence of beginning calcification usually appeared 
in the center of the nodule after a period of 3 to 15 years. Hilar 
calcifications were observed three and one-half years after the 
onset of the disease, but the appearance of these calcifications 
may be delayed as long as 10 years. Pulmonary histoplasmosis 
as observed in the 229 patients was usually a mild, self-limiting 
infection. No deaths occurred during the period of observation. 
Although a number of patients with disseminated disease, 
notably those of the Plattsburg epidemic, had a moderately 
severe illness initially, recovery was the rule without marked 
interference with normal working capacity. One or more roent- 
genographic changes indicating a relapse or an unfavorable 
course of the disease were observed in 7 of the 229 patients. 
Complement-fixation tests for histoplasmosis were made on 
blood drawn from 172 of the 229 patients. Of the 172 pztients, 
105 had a negative reaction to the test, 32 had a doubtful or 
atypical reaction, and 34 had a positive reaction to the test. 
Positive results from the complement-fixation tests were most 
apt to be obtained in patients in whom the shadows in the chest 
roentgenograms were irregularly mottled, indicating recently 
active disease. Positive serologic tests for histoplasmosis aided 
in the diagnosis, especially when a changing titer was found in 
serial tests. It is noteworthy that benign pulmonary histoplas- 
mosis was not generally recognized as a disease entity until 
mass roentgenographic and tuberculin-testing surveys were 
applied to healthy population groups. Although the condition 
occurs in persons engaged in a wide variety of occupations, 
farmers and their families and rural residents are most likely 
to be affected. 


Thyroid and Exophthalmos. H. Kutschera-Aichbergen. Wien. 
med. Wehnschr. 105:568-570 (July 16) 1955 (In German) 
{Vienna, Austria]. 


Exophthalmos is the result of stimulation of the hypophysis 
that is manifested by an increased production of thyrotropic 
hormone. This hormone not only exerts an effect on the eye 
but also stimulates the growth of the thyroid; consequently 
exophthalmos is frequently associated with goiter. Treatment 
directed at the goiter would be an erroneous approach to the 
disease, since both thyroidectomy and administration of thio- 
uracil will cause increased stimulation of the hypophysis result- 
ing in an even more abundant excretion of thyrotropic hormone 
by the hypophysis. Thus the exophthalmos may become worse 
and this exacerbation may involve a great hazard to the eye. 
The purpose of the treatment of exophthalmos is to inhibit the 
secretion by the hypophysis of the thyroid-stimulating (thyro- 
tropic) hormone, rather than to suppress the function of the 
thyroid. In mild cases of exophthalmos the administration of 
physiological doses of iodine (200 mcg. daily) will be sufficient, 
while additional measures consisting of roentgen irradiation of 
the hypophysis and administration of various drugs, such as di- 
iodothyrosine, 2-thio-5-iodo-uracil (Itrumil), thyroxin, cortico- 
tropin (ACTH), cortisone, and para-oxy-propiophenon (Frenon), 
may be required in severe cases. An illustrative case of this type 
is described in a 20-year-old woman in whom severe exophthal- 
mos developed with a sudden increase of 11 kg. (24 Ib.) in body 
weight and amenorrhea. The exophthalmos did not respond to 
repeated irradiation of the hypophysis and of the retrobulbar 
space with large doses of roentgen rays, nor to the administra- 
tion of corticotropin and cortisone. Suppression of the hypo- 
physeal secretion could not be obtained by the administration 
of small doses of inorganic and larger doses of organic iodine. 
Thyrotoxic symptoms also occurred in the course of a 4-year 
observation period, which, however, could be controlled by the 
administration of methimazole (Tapazole) and Itrumil. Resection 
of the small thyroid was contraindicated because of the risk of 
causing a malignant exophthalmos. Poor general condition and 
dyspnea in the fourth year of the disease were improved by 
tonsillectomy and administration of desoxycorticosterone (Per- 
corten), The exophthalmos then improved with the daily admin- 
istration of 0.9 gm. of para-oxy-propiophenon (Frenon) and 80 
meg. of iodine. The disturbed function of the hypophysis was 
apparently restored to normal by this therapy. 
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Effect of 9c-Fluorohyd tisone on Adrenal Hyperfunction in 
Cushing’s Syndrome. C. L. Cope and R. J. Harrison. Brit. M. 
J. 2:457-460 (Aug. 20) 1955 [London, England}. 


Goldfien and co-workers’ report on the inhibition of the high 
output of ketosteroids by 9a-fluorohydrocortisone, a halogen- 
substituted derivative of hydrocortisone, in the adrenogenital 
syndrome with adrenal hyperplasia (J. A. M. A. 158:517 |June 
11] 1955) induced the authors to study the effect of this drug 
in a 25-year-old man with adrenal cortical hyperfunction (Cush- 
ing’s syndrome). In this condition, which is associated with ex- 
cessive hydrocortisone production, it is not known whether 
cortisone inhibits adrenal function, because adrenal activity is 
usually judged by blood hormone levels or its excreted me- 
tabolites, which are essentially the same as those occurring 
naturally. 9a-fluorohydrocortisone provides an Opportunity to 
Overcome this technical difficulty, since the end-products of its 
metabolism are likely to be different from those derived from 
hydrocortisone. In the authors’ patient, particular attention was 
paid to the excretion of hydrocortisone as this seems likely to 
provide the most sensitive and specific index of changing adrenal 
function. Hydrocortisone excretion was high, ranging from 400 
to 500 mcg. daily, as compared with that in a normal person 
ranging from 40 to 200 mcg. daily. 9a-fluorohydrocortisone was 
administered to the patient in daily doses of 2, 5, 10, and 15 
mg. An inhibition of hydrocortisone output in the urine was 
shown by a 50% fall in the output of free and combined hydro- 
cortisone. On withdrawal of 9¢-fluorohydrocortisone, there was 
a prompt return of the hydrocortisone in the urine to its original 
high level. The most reasonable deduction is that adrenal pro- 
duction of hydrocortisone has been temporarily reduced. The 
finding that 9a-fluorohydrocortisone can inhibit adrenal activity 
in patients with Cushing’s syndrome caused by adrenal hyper- 
plasia raises hopes that a diagnostic procedure may be developed 
in this condition similar to that used in the adrenogenital syn- 
drome and that Cushing’s syndrome caused by adrenal tumor 
may prove insensitive to inhibition by 9a-fluorohydrocortisone. 


Clinical Features of Acute Inflammation of the Pancreas: 
Analysis of 94 Attacks in 78 Patients. H. L. Bockus, M. H. 
Kalser, J. L. A. Roth and others. A. M. A. Arch. Int. Med. 
96:308-321 (Sept.) 1955 |Chicago]. 


Seventy-eight patients between the ages of 19 and 87 years 
with acute pancreatitis were admitted to the Graduate Hos- 
pital of the University of Pennsylvania Graduate School of 
Medicine. Forty-four were men with 59 admissions and 34 were 
women with 35 admissions. In 67 patients pancreatitis was 
definitely associated with either overindulgence in alcohol or with 
biliary tract disease. These are the commonesi factors related 
to the causation of acute pancreatitis. Other causes included 
Operative trauma, allergy, and carcinoma of the pancreas. 
Proved recurrences of pancreatitis were four times more fre- 
quent in the alcohol group than in the biliary group. Pain in 
the epigastrium with radiation to the back, nausea, and vomit- 
ing were present in most of the patients. On physical examina- 
tion the commonest finding was direct abdominal tenderness. 
Unequivocal signs of shock were observed in only five patients. 
Visible icterus occurred in 19 of the 36 patients with associated 
biliary disease. Serum amylase and lipase determination proved 
to be the most helpful laboratory aid to the diagnosis of acute 
pancreatitis. Initially it was often impossible to distinguish be- 
tween acute edema and acute necrosis of the pancreas. A critical 
analysis of the clinical features of these two groups of cases is 
given. Prolonged elevation, with or without fluctuation, of the 
serum pancreatic enzymes while the patient is maintained on an 
adequate “pancreatic rest” medical regimen was usually caused 
by a complication such as abscess or pseudocyst. A localized 
paralytic ileus involving One or more adjacent loops of the small 
intestine in the left upper abdomen or midabdomen is sugges- 
tive but not pathognomonic of acute pancreatitis in survey 
roentgen pictures of the abdomen. The authors’ observations in 
this series of patients confirmed their previous impression that 
the acute phase of pancreatitis is best treated by a nonoperative 
conservative regimen, provided other acute abdominal surgical 
emergencies can be excluded. 
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Thrombophlebitis Migrans and Visceral Carcinoma. R. H. Dur- 
ham. A. M. A. Arch. Int. Med. 96:380-386 (Sept.) 1955 
|Chicago]. 

Observations concerning the two recognized types of car- 
cinogenic thrombophlebitis collected by Durham from. the 
literature prompted him to make the following statements. Of 
the two types, one is indistinguishable from classical thrombo- 
phlebitis, and the other presents the characteristic lesions of 
thrombophlebitis migrans. The occurrence of either type, par- 
ticularly in a man beyond the age of 35 years, warrants a pre- 
sumptive diagnosis of visceral carcinoma until disproved. Prompt 
recognition of either of these types of thrombophlebitis may 
permit detection of carcinoma months earlier than it might other- 
wise be discovered, thus affording more prompt use of protec- 
tive anticoagulant therapy and perhaps more successful surgical 
procedures, Unsuccessful control of thrombophlebitis by ordi- 
nary doses of anticoagulants should cause the clinician to sus- 
pect the presence of carcinoma. The presence of typical lesions 
of thrombophlebitis migrans is usually pathognomonic of well- 
advanced visceral carcinoma. A better understanding of the asso- 
ciated factors concerned in carcinogenic thrombophlebitis should 
throw new light on the entire problem of thrombogenesis. 
A more complete analysis of the biochemical changes involved 
in the causation of these types of thrombophlebitis may also 
reveal or provide a reliable test for the presence of carcinoma. 


Effect of Hydrocortisone on Bone Metastases of Cancers of the 
Breast and of the Prostate. Gilbert-Dreyfus, M. Zara and 
Duchange. Presse méd. 63:1121-1122 (Aug. 20) 1955 (In 
French) |Paris, France}. 


It appeared to the authors that part of the excellent palli- 
ative results in patients with cancer of the breast with metastases 
to the bone obtained from bilateral adrenalectomy might be 
due to the replacement therapy given to these patients in the form 
of cortisone. The authors’ experimental use of hydrocortisone 
therapy in patients with cancer of the breast and painful bone 
metastases gave in general excellent results, proving the validity 
of their theory. Five such case reports are presented, together 


_with one of a patient with cancer of the prostate gland. The 


results may be as good as those resulting from adrenalectomy 
and certainly are obtained more simply and cheaply. Viriliza- 
tion of the patient does not occur. The drug can be administered 
orally. In one instance, its effects have lasted seven months. 
It is not known whether this therapy influences the develop- 
ment of lesions or is merely analgesic; the same is true for 
adrenalectomy. Hydrocortisone will deserve a trial as first choice 
in the palliative treatment of paragenital cancers with painful 
metastases if it is proved, as indicated by these preliminary 
observations, that it yields a prolonged survival time without 
pain. 


Study on Survival of Transfused Red Blood Cells in Some Sur- 
gical Diseases Before and After the Intervention. L. Cortese. 
Minerva med. 46:127-133 (July 11) 1955 (In Italian) [Turin, 
Italy}. 


The survival time of transfused erythrocytes was studied in 
six patients with cancer of the digestive system, in three with 
gastroduodenal ulcer, in two with acute anemia secondary to 
hemorrhage, in two with obstructive jaundice, and in two normal 
persons who served as controls. In the patients with cancer, the 
test was performed before and after the operation to determine 
the effect of this on the survival time. Blood from the same 
donor and in the same amounts was given to all the patients 
with the same condition. Anti O serum was used, and the method 
introduced by Ashby in 1919 and later modified by Formaggio 
and Piovella was followed. The transfused erythrocytes survived 
in the normal persons 75 days at most, with an average life of 
62 days. The number of transfused cells does not decrease 
gradually but oscillates markedly during the survival time. This 
was much shorter in the patients with carcinoma of the diges- 
tive system. Before the operation the erythrocytes survived for 
a maximum of 40 days, with an average life of 32 days. The 
test repeated after the 20th postoperative day revealed that they 
survived for as long as 60 days, with an average life of 47 days, 
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Gastroduodenal ulcer, obstructive jaundice, and acute anemia 
secondary to hemorrhage did not influence the erythrocytes’ sur- 
vival time, which in the patients with these conditions was within 
normal values. 


Anthrax: A Report of One Hundred Seventeen Cases. H. Gold. 
A. M. A. Arch. Int. Med. 96:387-396 (Sept.) 1955 [Chicago}. 


Anthrax occurred between 1933 and 1955 in 117 patients be- 
tween the ages of 34 and 62 years, 116 of whom had cutaneous 
anthrax and one, pulmonary anthrax. The source of infection 
was contaminated imported goat hair used in the manufacture 
of interlining of suits. The cases occurred a few at a time, in 
close succession, and were usually related to the passage of a 
new batch of goat hair through a clothing mill in which it was 
used. In the group of patients with cutaneous anthrax, the first 
patient died, giving a mortality rate of 0.8%. The patient with 
pulmonary infection died and autopsy findings showed the 
cause of death to be an interstitial type of pneumonitis. Early 
recognition of anthrax is essential. Between 1933 and 1939, 21 
patients were treated with antianthrax serum, and, between 1939 
and 1947, 56 were treated with sulfonamide compounds. Both 
methods were effective, but severe horse serum sensitivity re- 
actions and reactions to the sulfonamides such as vertigo, 
hematuria, urticaria, and dermatitis occurred. Treatment with 
penicillin or broad-spectrum antibiotics was practiced in the 
remaining 40 patients; it offers the best chance of cure, provided 
adequate dosage is used. Control of the spreading edema, with 
subsidence of systemic toxic reactions, is the only reliable yard- 
stick with which to measure adequate dosage. The total dose 
of penicillin varied from 980,000 to 6 million units, given in 
from two to seven days. The total dose of chlortetracycline 
varied from 4.5 gm. given in 24 hours to 20.5 gm. given in eight 
days. The total dose of chloramphenicol ranged from 2.5 gm. 
given in two days to 24.75 gm. given in seven days; although 
effective in treatment of anthrax, the use of chloramphenicol 
was discentinued after the reports of its depressive effect on 
hemopoiesis. The total dose of oxytetracycline ranged from 3 
gm. given in three days to 29.5 gm. given in eight days and was 
well tolerated by all patients. The total dose of tetracycline 
varied from 10 gm. given in five and one-half days to 14 gm. 
given in eight days. The total dose of erythromycin ranged from 
3.2 gm. given in 90 hours to 5.6 gm. given in seven days. The 
broad-spectrum antibiotics are easy to administer, cause few or 
no reactions, and make ambulatory treatment of patients with 
anthrax possible. Chlortetracycline (Aureomycin), oxytetra- 
cycline (Terramycin), tetracycline (Achromycin), and erythromy- 
cin work equally well and are the drugs of choice in treatment 
of anthrax, which has lost its past serious connotations. 


Shock Associated with Bacteremia: Review of Thirty-Five Cases. 
W. H. Hall and D. Gold. A. M. A. Arch. Int. Med. 96:403-412 
(Sept.) 1955 |Chicago}. 


The occurrence of shock associated with bacteremia is re- 
ported in 35 patients between the ages of 24 and 77 years. Most 
of the patients were over 45 years of age. There were 18 deaths, 
a mortality rate of 51%. The most frequent underlying disease 
was a malignant neoplasm, and 7 of 11 patients with malignant 
disease died shortly after the occurrence of bacteremia and 
shock. The most frequent sources of bacteremia were the geni- 
tourinary tract, cutaneous suppuration, the biliary tract, periton- 
itis, and lobar pneumonia. The most frequent causative agents 
were Paracolobactrum sp., Proteus sp., Micrococcus pyogenes 
var. atireus, Escherichia coli, Aerobacter (Klebsiella) sp., and 
Diplococcus pneumoniae, in that order. Typical signs of shock 
were present at the onset of the hypotension in 15 of 26 patients. 
In the others the hypotension was masked by flushing of the 
skin, bounding pulse, and other circulatory changes caused by 
the infection; shock appeared late in these patients. Prompt use 
of effective antibiotics controlled the bacteremia, but shock fre- 
quently remained unchanged and often led to death. Blood and 
plasma transfusions often raised the blood pressure level some- 
what but did not reduce the fatality rate. Vasoconstrictor drugs 
given in large doses were useful in restoring the blood pres- 
sure; levarterenol bitartrate and metaraminol were most effec- 
tive. Steroid hormones did not seem to lessen the shock. Shock 
and death were not caused by adrenal insufficiency. Signs of 
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cardiac disease that may have contributed to the fatal outcome 
were observed in 7 of 14 patients on whom autopsies were per- 
formed. Widespread damage to small blood vessels and petechiae 
were often found. 


SURGERY 


The Management of Spontaneous Pneumothorax. A. G. Mar- 
rangoni, C. F. Storey and P. O. Geib. Am. Rev. Tuberc. 72:257- 
267 (Sept.) 1955 |New York]. 


Spontaneous pneumothorax occurred in 80 otherwise healthy 
persons between 19 and 48 years of age who were admitted 
to the U. S. Naval Hospital in Portsmouth, Va. Spontane- 
ous pneumothorax should not be considered a completely be- 
nign condition, because deaths resulting from it and compli- 
cations associated with it have been reported. Thoracoscopy as 
an aid in diagnosis and in selecting the treatment of choice 
is emphasized. The rupture of a subpleural bleb is the most 
common cause of idiopathic spontaneous pneumothorax. Of the 
80 patients, 55 were treated conservatively, i. e., 49 by bed rest, 
4 by needle aspiration, and 2 by needle aspiration and simple 
underwater seal without active suction. The over-all average 
time required for reexpansion in these 55 patients was 30 days 
and the average period of hospitalization was 43 days. The re- 
maining 25 patients were given the following active therapy. 
A trochar and cannula were introduced into the pleural space 
with the aid of local infiltration anesthesia. After withdrawal 
of the trochar, a thoracoscope was introduced through the can- 
nula. After careful inspection of the surface of the collapsed 
lung and after determination of the cause of the collapse, the 
thoracoscope was withdrawn and the visceral and parietal 
pleurae were thoroughly poudraged with sterile talc that was 
insufflated with a powder blower. A rubber catheter was then 
placed through the cannula into the pleural space, the cannula 
was withdrawn, and active underwater seal suction at a nega- 
tive pressure of 15 to 20 cm. of water was maintained for 24 
hours. The patient then was placed on simple underwater seal 
drainage for an additional 24 hours. Penicillin was given intra- 
muscularly as long as the intercostal catheter was in place. 
Pleural symphysis was achieved by tale poudrage and active 
underwater seal suction and reexpansion occurred within a few 
minutes. The average period of hospitalization required by these 
25 patients was three days. This method appreciably decreases 
the time required for reexpansion. The decreased period of disa- 
bility among patients thus managed results in saving in money 
and manpower when compared with conservative methods of 
treatment. Recurrent pneumothorax occurred in 12 of the 55 
patients treated conservatively, but there was not a single case 
of recurrent collapse among the 25 patients who were given 
active treatment with talc poudrage and underwater seal catheter 
suction. Open thoracotomy was performed in three patients be- 
cause numerous large emphysematous blebs were observed in 
each of them; this method of treatment is reserved for patients 
with large emphysematous blebs compressing healthy lung 
tissue. This is determined by roentgenographic and thoracoscopic 
examination of the chest. After the authors’ paper had been 
submitted for publication, 27 additional patients with spon- 
taneous pneumothorax were treated by thoracoscopy, intra- 
pleural talc poudrage, and active suction. Prompt reexpansion 
has been accomplished in all these patients. There have been 
no complications or sequelae associated with the procedure. 


Surgical Treatment of Carcinoma of the Esophagus and Cardia 
of the Stomach. Wu Y.-K., Howe Y.-L., Hwang K.-C. and Liu 
K. Chinese M. J. 73:181-195 (May-June) 1955 (In English) 
|Peking, China}. 

Experience in the surgical treatment of 379 patients with 
carcinoma of the esophagus or cardia is reported. Exploration 
was carried out in 292 patients and resection in 152. The re- 
sectability rate was 52%, and the operative mortality from re- 
section was 18.4%. The youngest patient was 28 years old and 
the oldest 72. Cancer occurred most frequently in the sixth 
decade of life (44.1% of the patients). Twenty-nine patients 
(7.6%) were under 40 years of age. The operative mortality 
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rate increased progressively after the age of 40. Tumors of the 
lower esophagus had the highest resectability rate (63.8%) and 
those of the cardia the lowest (13.30). The eperative mortality 
rate in 48 patients who had resection with supra-aortic anasto- 
mosis was 25%; in 81 who had resection with infra-aortic 
anastomosis it was 16°; and in 15 with total gastrectomy it 
was 6.6%. Sixty-eight of the patients who had resection had 
19 kinds of postoperative complications. Bronchopneumonia de- 
veloped in 17, with 12 deaths. Perforation and secondary 
hemorrhage at the anastomosis occurred 10 times and had a 
fatal outcome 8 times. The results of surgical treatment of these 
cancers are related to the extent of the growth in each instance. 
The late results are less favorable and the operative mortality 
is higher in patients in whom the tumor has extended beyond 
the wall of the esophagus or cardia. The one-year survival rate 
in 112 patients was 58.9%; the three-year survival rate in 92 
patients was 25%; and the five-year survival rate in 54 patients 
was 7.4%. In 74 cases in which the tumor was not resected and 
the patient was followed until death, the average survival period 
from the onset of symptoms was 9.4 months and from the time 
of discharge or exploratory operation three months. The pros- 
pects of improving the results of surgical treatment of esophageal 
and cardial cancers lie in earlier diagnosis, earlier operation, 
and further improvement in operative technique. The combina- 
tion of postoperative roentgenotherapy with radical surgery may 
reduce the incidence of recurrence and increase the cure rate. 


Treatment of Hemochromatosis by Repeated Venesection: A 
Follow-Up. W. D. Davis Jr. South. M. J. 48:901-908 (Sept.) 
1955 |Birmingham, Ala.}. 


Three patients with hemochromatosis are described. They 
were 78, 51, and 52 years old respectively; the oldest was a 
woman and the others were men. All had been maintained in 
good health for long periods by repeated bleeding, which they 
tolerated well. Their nutrition, protein levels, liver function tests, 
and blood pictures all either showed improvement or remained 
within normal limits during the period of observation. The 
woman died of congestive heart failure and had an arterio- 
sclerotic aneurysm of the abdominal aorta. She had voluntarily 
discontinued having phlebotomies before complete disappear- 
ance of iron from the tissues, but unquestionable symptomatic 
and objective improvement continued for a period of six years 
after the start of therapy. The second patient eventually de- 
veloped a primary hepatic cell carcinoma despite the absence 
of any histologically demonstrable iron in the liver. The third 
patient was living and well at the time of writing but presented 
a mild abnormality of the glucose tolerance test and an electro- 
cardiographic abnormality that initially improved when phlebot- 
omies were started. It is not know whether these disturbances 
are related to his hemochromatosis or not. Thus it is clear that 
massive phlebotomy stimulating hematopoiesis is capable of pro- 
ducing and maintaining an iron-free state in patients with hemo- 
chromatosis. If this state can be reached fairly early in the 
course of the disease, stability of all manifestations of the dis- 
ease can be maintained, despite which fact fatal complications 
may ensue. 


Lumbar Disc Protrusion as a Surgical Emergency. B. Fairburn 
and J. M. Stewart. Lancet 2:319-321 (Aug. 13) 1955 |London, 
England}. 


Acute compression of the cauda equina caused by massive 
protrusion of a lumbar disk may result in permanent paralysis, 
especially if treatment is delayed; it should, therefore, always 
be dealt with as a surgical emergency. The histories of patients 
with this condition usually show three stages: (1) a long period 
of intermittent backache; (2) later radiation of the pain into one 
lower extremity; and (3) a final sudden onset of pain and weak- 
ness in both lower limbs with disturbance of micturition. The 
exact site of the disk protrusion in these patients should be 
determined by myelography, carried out as an emergency pro- 
cedure within a few hours of admission. Access to the protruded 
disk can usually be secured by the midline transdural approach 
and, if the site of the block is marked on the skin at the time 
of myelography, the operation can be performed with the mini- 
mum removal of bone and the least possible interference with 
the back. Three patients, a 33-year-old housewife, a 63-year-old 
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engineer, and a 39-year-old truck driver, all of whom presented 
a characteristic history of bilateral compression of the cauda 
equina, were treated in this manner with excellent results: the 
two men have gone back to full-time work and the woman is 
able to carry out her normal household tasks, including the 
care of her two children. 


Treatment of Viral Hepatitis with the Knott Technic of Blood 
Irradiation. R. C. Olney. Am. J. Surg. 90:402-409 (Sept.) 1955 
[New York}. 


The Knott technique of ultraviolet blood irradiation therapy 
was used for the treatment of 43 patients between the ages of 
8 and 65 years with acute viral hepatitis, 31 of whom had acute 
infectious hepatitis and 12, acute serum hepatitis. Treatment 
consisted of withdrawing 1.5 cc. of blood per pound of body 
weight from the patient, citrating it, and, by means of the Knott 
hemoirradiator, exposing it to radiant energy between the wave 
lengths of 2,399 and 3,900 angstrom units as it passes through 
the irradiation unit at a predetermined rate. The blood was re- 
turned to the patient through the needle used for the initial 
venipuncture. Treatment required from 15 to 20 minutes. An 
average of 3.28 treatments per patient was administered. The 
average period of illness after the institution of the treatment 
was 19.2 days. Clinical recovery was confirmed by laboratory 
studies. Of the 43 patients, 2 had recurrences, an average in- 
cidence rate of 4.65% during a follow-up period averaging 
three and a half years. No deaths occurred among the 43 
patients. A rapid subsidence of nausea, vomiting, anorexia, pain, 
and jaundice was observed in all patients treated, as well as a 
coincident trend back to normal of the laboratory studies. 
Marked improvement was noted in 27 patients within 3 days or 
less after treatment was instituted, in 11 patients within 4 to 
7 days, and in 5 patients within 8 to 14 days. No untoward 
effects or unfavorable reactions were observed as the result of 
blood irradiation therapy in these patients; no patient was unable 
to tolerate the therapy; and none developed a resistance to it. 
The author believes that the Knott technique of ultraviolet blood 
irradiation therapy can be relied on to terminate prompily an 
acute attack of viral hepatitis, to prevent recurrences, and to 
arrest liver damage as a result thereof. 


Resuscitation After 50 Minutes of Cardiac Arrest. E. Fair. Am. 
J. Surg. 90:419-426 (Sept.) 1955 |New York]. 


Cardiac arrest occurred in the course of a pneumonectomy 
for carcinoma of the lung in three patients, one 42-year-old 
woman and two men aged 47 and 48 years respectively. In the 
case of the woman, cardiac arrest was brought on by complete 
occlusion of the trachea by a piece of tumor tissue with result- 
ing anoxia. A free airway was obtained by aspirating the piece 
of tumor tissue through the endotracheal tube. Administration 
of 100% oxygen and continued cardiac massage restored the 
heartbeat with irregular rhythm in 4 minutes and with regular 
rhythm after another 2 minutes. There were no signs or symp- 
toms of central nervous system damage when the patient was 
dismissed from the hospital on the |1th postoperative day. In 
the case of the 47-year-old man, the anesthetist had difficulty 
keeping the patient well oxygenated. The carcinoma involved 
all three lobes of the right lung, was attached to the pericardium, 
and large hilar lymph nodes extending along the trachea made 
dissection in the region of the pulmonary hilus necessary. While 
the tumor was being dissected away from the pericardium, the 
heart ceased to beat. Cardiac massage was instituted immedi- 
ately, and pulmonary ventilation was accomplished through the 
endotracheal tube using 100% oxygen. After 5 minutes the heart 
beat was restored with regular rhythm. The thorax was closed. 
The patient never regained consciousness postoperatively and 
died 48 hours after the surgical intervention. A large carcinoma 
originating in the left lower lobe of the lung of the third patient 
required pneumonectomy with hilar dissection. Three ligatures 
were placed around the pulmonary artery, which was then di- 
vided between the two distal ligatures. There was an immediate 
massive hemorrhage, and the heart ceased to beat. After 50 
minutes of massage and artificial pulmonary ventilation with 
100% oxygen, the heart had the first perceptible beat, which 
was feeble and irregular. Massage was continued for another 10 
minutes, regular rhythm was restored, and the blood pressure 
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returned to the preoperative level. During the 60 minutes, the 
patient was given 5,500 cc. of whole blood in addition to con- 
tinuous cardiac massage and administration of 100% oxygen. 
No procaine, epinephrine, or other drugs were used. While the 
patient continued to receive 100% oxygen, the lung was re- 
moved. Electrocardiograms were interpreted as showing diffuse 
myocardial ischemia nine days after the surgical intervention. 
The patient was dismissed 18 days after surgery. Three months 
after the operation he was examined by a neuropsychiatrist; 
no signs or symptoms pertaining to the central nervous system 
were observed. Death from metastasis occurred eight months 
after pneumonectomy, but there were no sequelae from the 
cardiac arrest. This case strikingly illustrates the success possible 
in resuscitating a heart in arrest When proper measures are insti- 
tuted without delay. In cardiac arrest the diagnosis must be made 
and proper treatment instituted within 4 minutes if resuscitation 
is to be successful. The basic factors in producing cardiac arrest 
are anoxia and vagal stimulation. Since delay is the main factor 
contributing to failure in resuscitation, a program of manage- 
ment with a cardiac arrest kit should be set up in every busy 
surgical group, and a program of action should be set up in 
every hospital to meet this emergency. Prophylaxis will reduce 
the incidence, and proper management will make possible re- 
suscitation of a greater percentage of patients. Cardiac massage 
by the thoracic approach and pulmonary ventilation using 100% 
oxygen are the effective means to prevent serious brain damage. 
The use of drugs and the administration of whole blood as indi- 
cated are valuable adjuncts in therapy. Simple, safe, effective 
electrical defibrillators are available to treat ventricular fibrilla- 
tion successfully. 


Surgical Treatment of Cardiac Aneurysm. F. F. Niedner. 
Thoraxchirurgie 3:93-111 (Aug.) 1955 (In German) [Stuttgart, 
Germany]. 


A new technique for the surgical treatment of a cardiac aneu- 
rysm is described. It was employed successfully in a 57-year-old 
man with cardiac aneurysm of the left ventricle, which occurred 
several weeks after an automobile accident; in a 63-year-old 
woman with cardiac aneurysm of the left ventricle occurring 
after myocardial infarction; and in a 49-year-old man with 
aneurysm of the right auricle also occurring after myocardial 
infarction. The aneurysm of the woman and that of the 57-year- 
old man were located in the area of the descending branch of the 
left coronary artery and in that of the circumflex branch of the 
left coronary artery respectively. In the third patient the aneu- 
rysm was located at the base of the right auricular appendage. 
Thoracotomy was performed through a posterolateral incision 
over the fifth rib. Since an aneurysm may frequently be located 
in the area of the phrenic nerve, this nerve together with the 
mediastinal pleura must be separated from the pericardium. The 
pericardium was opened by dissecting around the aneurysm at a 
distance of 1 cm. from the edge of the aneurysm. The adipose 
tissue in the area of the apex of the heart was kept aside with a 
suture. A cutaneous flap, which was obtained from the patient's 
thigh before the thoracotomy was performed, was then placed 
with its exterior surface on the aneurysm, and the peripheral 
incision edge of the pericardium was sutured from below to the 
cutaneous flap in a circular fashion around the aneurysm. The 
tension that was produced in this way compressed the aneurysm 
and reduced its size. The phrenic nerve then was placed on the 
cutaneous flap, whose subcutaneous adipose tissue provided an 
adequate support for the nerve. The thoracic cavity was closed 
in typical fashion. In the case of auricular aneurysm a purse 
string suture was placed around the aneurysm. A simple ligature 
was placed below the purse string suture while the assistant 
raised the area of the aneurysm by pulling slightly on the purse 
string suture. When the ligature was drawn, the aneurysmal sac 
protruded and had to be incised to prevent laceration. The string 
of the ligature then was drawn together so firmly that hemor- 
rhage from the incision was stopped but no pressure was exerted 
on the wall of the auricle. The aneurysm was resected and the 
area of resection closed by sutures and covered with the cutane- 
ous flap, which then was joined with the pericardium by suture. 
There were no severe postoperative complications in the three 
patients. It is still too early for the evaluation of this new 
surgical technique. It has not been established whether further 
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myocardial infarctions can be prevented and the life of the 
patient prolonged by this operation. Cardiac aneurysm is not 
so rare as has been assumed. Patients with cardiac aneurysm 
are threatened by rupture of the aneurysm, ventricular fibril- 
lation, and embolism. Statistics show that 7 to 9% of patients 
with myocardial infarction die of cardiac rupture. In about 50% 
of the cases death results from rupture of a cardiac aneurysm. 


Mitral Valve Disease and Mitral Valvotomy. J. F. Goodwin, 
J. D. Hunter, W. P. Cleland and others. Brit. M. J. 2:573-585 
(Sept. 3) 1955 [London, England]. 


Of 75 patients with mitral stenosis, 58 women and 17 men of 
the ages between 17 and 58 years, who submitted to mitral 
valvulotomy between December, 1950, and September, 1954, 56 
were followed up for periods ranging from six months to three 
years. Comparison of the degrees of dyspnea, pulmonary hyper- 
tension, and pulmonary vascular disease with the size of the 
mitral orifice observed at operation suggested that critical mitral 
stenosis may be expected if there is severe dyspnea and severe 
pulmonary hypertension. In the presence ot disabling symptoms, 
critical narrowing of the mitral orifice (1.5 cm. or less in diame- 
ter) can be best assessed radiologically. If auscultation revealed 
evidence of a mobile valve and no incompetence, a good split 
could be predicted. Heavy calcification and signs suggesting a 
rigid valve militated against a successful valvulotomy. Most pa- 
tients were greatly improved symptomatically after the opera- 
tion, but in only one-third of those with good subjective results 
was there any objective evidence of improvement. Pulmonary 
vascular disease, assessed radiologically, was not altered in two- 
thirds of patients with a good result; this observation suggests 
that valvulotomy, although it may stop the changes, may fail 
to cause any reversion. There was no constant trend concerning 
preoperative factors that might have influenced the postoperative 
results, except that all the patients with grade 2 dyspnea had a 
good result after a one year follow-up, as compared with a good 
result in only 50° of those with grade 3 dyspnea. Of the 75 
patients, 9 died, 4 at operation or soon after, 3 within six months, 
and 2 within one year. Of the 56 patients followed up for six 
months or more, 6 had poor results. Analysis of deaths and poor 
results in these 15 patients showed that operative factors, such 
as the production of severe mitral incompetence, tearing of the 
auricle, ventricular fibrillation, and failure to split a heavily 
calcified valve, were responsible in 10. In the remaining five, age, 
coronary artery disease, and chronic unmodified congestive heart 
failure may have been responsible for the failure of the operation. 
Active rheumatic carditis, recurrence of stenosis, and pulmonary 
vascular disease are factors that may influence the result of the 
operation, but that are difficult or impossible to assess. Severe 
mitral incompetence, intractable congestive failure, predominant 
aortic valve disease, and active rheumatic fever are absolute 
contraindications to mitral valvulotomy. In patients in whom 
mitral stenosis and aortic stenesis are associated, surgical tech- 
niques now permit combined mitral and aortic valvulotomies. 


Sympathectomy for Occlusive Arterial Disease. G. H. Pratt. 
J. Am. Geriatrics Soc. 3:580-588 (Aug.) 1955 [Baltimore]. 
Occlusive arterial disease is admittedly progressive, but its 
progress can often be retarded by sympathectomy. The opera- 
tion is not lethal, even in patients of advanced age: 11 (3%) of 
the author’s 368 patients died, but in none of these did the 
Operation per se appear to contribute to the death. Six died of 
coronary Occlusion, one of progressive gangrene, three of gen- 
eralized arteriosclerosis, and one of mesenteric thrombosis. The 
Operation is most safely performed under spinal anesthesia. 
Many of the older patients who would not have been able to 
withstand a general anesthetic underwent sympathectomy suc- 
cessfully with spinal anesthesia; in fact, only one death occurred 
among the 30 patients who were over 80. Neither Pentothal nor 
any other general anesthetic should be used to augment the 
spinal anesthesia. The sympathectomy must be complete: every 
lumbar ganglion, including the Sth, if it exists, and often the 
12th dorsal, and each nerve filament that makes up the plexus 
should be removed. The poor or equivocal results reported by 
many clinics after sympathectomy are probably due to inade- 
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quate extirpation of the sympathetic innervation. Extensive and 
rapidly progressing disease, advanced age, severe cardiac, renal, 
or diabetic complications, persistence in smoking, further trauma, 
and sepsis or gangrene already present at the time of sympathec- 
tomy, all play an important part in the success or failure of the 
operation. The total amputation rate in the 250 patients in this 
series who underwent sympathectomy for occlusive arterial dis- 
ease was 19%, or a total of 64 amputations. Some of the patients 
were subjected to sympathectomy in the hope that amputation 
might be performed at a lower level than would otherwise have 
been possible and in the 28 who had amputation below the knee 
this hope was justified. Gangrene, pain at rest, and ulceration 
were the most serious symptoms prognostically and they occur- 
red in that order. Amputation will be required in two out of 
three patients with active gangrene, not because of the sym- 
pathectomy, but in spite of it. Gangrene occurring after sympa- 
thectomy is due either to disease that was already irreversible 
or to occlusion caused by operative trauma. Most (198) of the 
patients were operated on for advanced claudication and cold- 
ness; only 8 (less than 4%) of these required amputation. 


Isotope Techniques for Mediastinal Tumors. R. D. Swedenburg, 
W. M. Tuttle and K. E. Corrigan. A. M. A. Arch. Surg. 71:372- 
382 (Sept.) 1955 [Chicago]. 


There is a consensus that all mediastinal tumors should be 
surgically excised except for the lymphoma group, best man- 
aged by irradiation therapy. Since 1947, radioactive isotopes 
were used extensively at Harper Hospital, Detroit, for the tracer 
approach to the problem of a confusing mediastinal mass. A 
standard dose of 50 uc of radioactive iodine (1'"') in solution was 
given orally to the patient in a fasting state. Close contact scan- 
ning with the Geiger-Mueller counter was started two hours after 
the administration of the tracer substance. The instrument was 
maneuvered over the skin surface, beginning in the normal thy- 
roid region and working systematically over the cervical region 
and progressing caudally over the chest in a symmetrical pattern 
for the right and left sides. Scanning was also done over the liver, 
epigastrium, and other organs in a routine manner. The tracer 
study was repeated at approximately six-hour intervals for a total 
of not less than three complete counts the first day. The following 
day 24-hour and 32-hour counts were taken and, depending on 
the information derived, the study was extended to 48 or 52 
hours. If the lesion in question was not of thyroid origin (this 
could be tentatively assumed from the early sequential counts) 
this tracer substance rapidly cleared from the blood stream, 
making other studies possible. A dose of 100 uc of radioactive 
phosphorus (P**) in solution was then given orally to the patients. 
Close contact scanning was started 24 hours after administration 
of the tracer dose. The data obtained were charted in counts 
per minute according to the surface topography of the recorded 
counts, and a second complete count was taken 48 hours later. 
The bony structures in particular were surveyed to establish a 
base-line count. The important criterion is that a given localiza- 
tion count must be repeatable to be considered valid. In the 
authors’ patients in whom radioactive isotopes were used pre- 
operatively, 27 cases of tumor of thyroid origin and 28 cases of 
mediastinal tumors other than thyroid were identified; 288 cases 
of widening of the upper mediastinum were traced to retro- 
sternal extension of the thyroid. Five illustrative cases are 
described. The authors feel that by accurate isotope technique 
the mediastinal lesions can be preoperatively categorized in three 
groups: (1) thyroid, (2) new growths with increased cellular 
activity, and (3) benign growths or anatomic abnormalities. The 
tracers can be used effectively to aid in planning the surgical 
approach to the lesion. It can be of benefit during the surgical 
procedure to locate involved tissue that may otherwise be over- 
looked. Since the predilection of the two isotopes seems specific 
and the physical capacity of the Geiger-Mueller counter to detect 
the presence of their radiations as to concentration in a given 
localization is physically accurate, the degree of accuracy de- 
pends on interpretation of the end-results. At present the inter- 
pretations have been gratifying, and, with continuing cooperation 
between the clinician and the radiological physicist, a standard 
diagnostic test, or at least a valuable diagnostic aid, may be 
developed. 
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Exploratory Thoracotomy in Chronic Lymphadenitis of the 
Mediastinum. T. R. Leech, C. V. Meckstroth and K. P. Klassen. 
A. M. A. Arch. Surg. 71:383-394 (Sept.) 1955 [Chicago]. 


Of 33 patients between the ages of 8 and 71 years with chronic 
mediastinal lymphadenitis, the offending lymph node was con- 
sidered parabronchial in location in 12, paratracheal in 12, and 
paraesophageal in 9. While some of the lesions were detected 
on routine roentgen ray examination of asymptomatic patients, 
most of the patients had severe symptoms including hemoptysis, 
superior vena cava occlusion, and dysphagia, suggestive of 
malignancy. Exploratory thoracotomy was carried out for the 
purpose both of diagnosis and of the correction of abnormalities 
produced by chronic lymphadenitis of the mediastinum. A large 
calcified mediastinal lymph node presenting no symptoms does 
not require surgical intervention. Patients with such lesions 
should be reassured, since too much stress placed on the presence 
of these tumors may lead to subjective symptoms. Patients with 
symptoms caused by compression, obstruction, or constriction 
of the adjacent mediastinal structures shoud have definitive sur- 
gery for correction of the abnormality. Results of bypassing 
procedures for the relief of superior vena cava occlusion have 
thus far been disappointing. The elevated venous pressure of 
the head and upper extremities was well tolerated by the authors’ 
patients. Until grafting procedures are more successful, surgery 
for this condition appears unjustifiable. In tracheal and bronchial 
compression, surgery becomes necessary for the purpose of exact 
diagnosis and for relief of the compression. Early surgical inter- 
vention may prevent irreparable damage to distal broncho- 
pulmonary tissue. The surgical treatment of enlarged mediastinal 
lymph nodes, either calcified or noncalcified, may present con- 
siderable technical difficulties. Because of marked pericapsular 
reaction, these nodes are firmly adherent to adjacent structures, 
such as the vena cava, trachea, bronchus, or esophagus. At- 
tempts at complete removal may lead to disastrous sequelae 
unless caution is observed. In lymphadenitis without calcifica- 
tion, only biopsy of the lesion is advisable, while in those lymph 
nodes containing a large amount of necrotic amorphous material, 
excision of the major portion of the tumor should be performed, 
leaving behind the fibrous wall that is firmly adherent to the 
adjacent structures. In none of these patients was there dis- 
semination of infection by fragmentation of the tumor or be- 
cause a portion of the wall of the capsule was left behind. 


Duodenal Ulcer Treated by Vagotomy and Gastro-Enterostomy: 
Results of 100 Consecutive Cases. G. F. Henson and C. G. Rob. 
Brit. M. J. 2:588-589 (Sept. 3) 1955 [London, England]. 


Seventy-eight men and 22 women with duodenal ulcer were 
subjected to a posterior gastroenterostomy combined with re- 
section of at least | in. (2.5 cm.) of the vagus nerves and their 
branches after mobilizing and withdrawing into the abdomen 
the subdiaphragmatic portion of the esophagus. One patient died 
of coronary thrombosis immediately after the operation, 10 
were lost to follow-up, and 89 were followed up for varying 
periods and for an average time of 29 months. Excellent results 
were obtained in 33 patients (37.1%) who subjectively and 
objectively were completely free from any dyspepsia or post- 
vagotomy and gastroenterostomy syndromes in the immediate 
postoperative period. Good results were obtained in nine pa- 
tients (10.1%) with temporary postoperative disturbances that 
disappeared completely. Persistent postvagotomy and gastro- 
enterostomy syndromes with or without dyspepsia occurred in 
30 patients (33.7%). Persistent dyspepsia without postoperative 
syndromes and with unproved recurrence of ulceration was 
observed in five patients (5.6%). There were recurrent peptic 
ulcers in 11 patients (12.4%) and in 8 of these the presence of 
the ulcers was confirmed at operation. Because of the high 
recurrence rate in the course of a relatively short follow-up 
period and the high incidence of postoperative syndromes, 
vagotomy combined with gastroenterostomy is considered an 
unsatisfactory operation for duodenal! ulcer. If the operation 
demands for its greater success a highly specialized technique, 
the authors still consider it unsatisfactory; any operation for 
such a common disorder must stand or fall by the results obtain- 
able in average hands. 
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NEUROLOGY & PSYCHIATRY 


Poliomyelitis in Stockholm, Particularly 1953 Epidemic. 
J. Str6m. Nord. med. 54:1071-1072 (July 14) 1955 (In Swedish) 
[Stockholm, Sweden]. 


The number of cases of paralysis in the 1911-1913 polio- 
myelitis epidemic in Stockholm was 51 per 100,000 inhabitants; 
in the 1953 epidemic it was 83 per 100,000. The increasing shift 
toward the older age groups was marked. The incidence was 
higher in males than in females, and the highest incidence was 
in the upper social class. Of the 968 cases of poliomyelitis 
treated in Stockholm’s epidemic hospital 633, or 65%, had 
paralysis. The initial stage of the disease was characterized by 
mecderate fever and either general symptoms or mild symptoms 
from the upper respiratory tract, rarely by gastrointestinal dis- 
turbances. The degree of severity of spinal paralysis and the 
frequency of involvement of cranial nerves 9 to 12 increased 
with the age. Respiratory insufficiency due to spinal and/or 
bulbar paralysis occurred in 144 patients, of whom 89 were 
given respirator treatment, 23 were treated exclusively in cuirass 
respirator, and 66, with tracheotomy and positive pressure 
respirator. In contrast to the unusual extent and grave character 
of the epidemic, the lethality was the lowest Known in Stockholm, 
being 4.3% in the paralytic cases, 18.8% in the cases with 
respiratory insufficiency, and 30.3% in the cases treated in 
respirator. After about a year, 50% of the patients given respira- 
tor treatment had wholly or partly regained the ability to work, 
25% were completely incapacitated but released from respirator, 
and 25% were wholly or partly dependent on_ respirator. 
Follow-up of all cases of paralysis showed that after about a 
year more than half the patients were fully able to work, most 
of them completely recovered. 


Regenerative Phenomena in Muscle Innervation in Poliomyelitis 
and Amyotrophic Lateral Sclerosis. G. Wohlfart. Nord. med. 
§4:1075-1078 (July 14) 1955 (In Swedish) |Stockholm, Sweden}. 


On the basis of experimental investigations in mouse encepha- 
litis and study of the relations in the muscles in amyotrophic 
lateral sclerosis, Wohlfart concludes that in recuperation in polio- 
myelitis not only do regeneration of the motor ganglion cells and 
hypertrophy of unharmed muscle fibers play an important part 
but a third mechanism seems to be significant, namely a re- 
generation of nerve fibers in the denervated muscles through 
branching of remaining nerve fibers, the process called sprouting. 
To improve the methods of treatment of poliomyelitis the factors 
that can promote sprouting should be closely investigated. 


Poliomyelitis Epidemic in Sweden in 1953, Especially in Stock- 
holm and Envirens: Epidemiologic Review. H. Dagulf. Nord. 
med. 54:1082-1089 (July 14) 1955 (In Swedish) [Stockholm, 
Sweden]. 


The first extensive poliomyelitis epidemic in Sweden since 
1911-1913 occurred in 1953 with 4,945 cases, of which 3,344 
or about 60% were paralytic. In Stockholm the poliomyelitis 
curve showed a peak for the ages 4 to & years and a second, 
lower peak for the 20 to 25 age group. The incidence of paralysis 
was higher in adults than in children. The epidemic flared up 
simultaneously in Stockholm and the suburbs. The morbidity 
was considerably higher in the suburbs than in the city. In 
Stockholm multiple cases in households occurred in 80 families, 
with a total of 176 cases. The average interval between cases in 
a household was almost five days. The average incidence of 
poliomyelitis in Sweden for the last 20 years was 23 cases per 
100,000 inhabitants; for the United States it was 13. In 1953 
the rate in Sweden was 71 cases per 100,000 inhabitants. 


Rubelia Encephalitis. P. Schleisner, J. Thorsteinsson and lL. 
Bogeskov-Jensen. Dan. med. bull. 2:101-106 (July) 1955 (Un 
English) (Copenhagen, Denmark}. 


The authors find 75 cases of rubella encephalitis recorded to 
date. The neurological symptoms usually appear on the third 
or fourth day after the exanthem. Acute onset with development 
of severe symptoms of encephalitis is characteristic. Early in 
1955, four patients with the disorder were admitted to Horsen 
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Municipal Hospital. The first two patients had typical grave 
cases; in the third case the main symptom was paresis of the 
lower extremities. Rubeila encephalitis cases appear in groups, 
and diagnosis in the fourth case was possible because of the 
three cases preceding. Here serious symptoms set in some weeks 
after German measles had paved the way. The acute start, the 
meningeal reaction and the moderate changes in the spinal fluid 
and finally the complete recovery are typical. There was acute 
intoxication of the liver cells with hyperlipemia; as the en- 
cephalitis took its benign course the liver function became 
normal. Treatment with cortisone and chlorpromazine is_be- 
lieved to have been lifesaving in the first case, where the 
temperature reached 41.7 C (107.06 F). On vital indication, 
S50 mg. cortisone and 25 mg. chlorpromazine were given intra- 
muscularly and repeated after an hour and given four times in 
all during the critical 24 hours, after which recovery occurred. 
As the patient was unconscious and slightly cyanotic during the 
treatment, oxygen was administered continuously, with inter- 
mittent suction in trachea. This is the first instance of rubella 
encephalitis where the patient pulled through after fever of 41 C 
(106 F). In the second case, with fever of 39.7 C (103.46 F), 
25 mg. cortisone and 12'2 mg. chlorpromazine were given intra- 
muscularly; continued treatment with the substances in the 
dosage named kept the temperature down till spontaneous fall 
on the third day. In both cases the fluid balance was accurately 
controlled and regulated. Treatment of the last two cases was 
symptomatic. 


Encephalitis Following Rubella: Report of Eight Cases. M. B. 
Jorgensen. Dan. med. bull. 2:106-110 (July) 1955 (In English) 
[Copenhagen, Denmark]. 


In the eight cases described, in patients aged 7 to 33, with 
encephalitis following rubella, the interval between outbreak 
of the exanthem and onset of encephalitis was from less than 
24 hours to six days. Four of the cases occurred in a 1955 
epidemic. In four patients the disease was comparatively mild 
and short. The other four patients were delirious or in coma for 
from three to six days and recovery was slower. One patient 
was in a critical condition for several days. There were no deaths. 
On discharge the patients seemed mentally normal. Cerebral 
involvement in rubella is rare. The state of consciousness is 
practically always affected, the condition varying from sluggish- 
ness to coma. This together with recent history of rubella is the 
mainstay in diagnosis. The spinal fluid may be normal, but as a 
rule the majority of cases show mild to moderate pleocytosis, 
moderately high protein, and normal spinal sugar. Etiology and 
pathogenesis are unknown. There is no causal therapy. Energetic 
symptomatic and supportive treatment is in order, to be directed 
against hyperpyrexia, dehydration, and shock and to ensure 
adequate nutrition and free air passages. In respiratory failure, 
artificial respiration and even tracheotomy should be considered. 


First Contributions on One Hundred Sixty Transorbital Leu- 
kotomies of Fiamberti. G. Meneghel. Minerva chir. 10:529- 
530 (June 15) 1955 (In Italian) [Turin, Italy]. 


A total of 160 transorbital leukotomies according to Fiam- 
berti’s method were performed on 151 patients at the psychiatric 
hospital at Feltre in Northern Italy. The following diagnoses 
were made: schizophrenia and dementia, 93; senile psychosis, 
14; psychopathic personality, 13; phrenasthenia, 13; epileptic 
psychosis, 6; affective psychosis, 9; and syphilitic psychosis, 3. 
The patients’ ages ranged from 11 to 78 years (10 were older 
than 72), and the conditions had been present in them for from 
3 to 20 years. Electroshock therapy, malaria therapy, prolonged 
sleep, and other therapies that had been previously used for 
most of these patients did not attenuate their symptoms. A total 
remission of the symptoms or a remission that permitted the 
patient to resume the activities in which he was engaged before 
his illness was brought about by the intervention in 51 patients. 
The behavior of 54 patients was improved, and hospital assist- 
ance became much easier. The condition of 46 patients remained 
unchanged, and one patient died from cerebromeningeal hemor- 
rhage with ventricular flooding. A second intervention was per- 
formed in nine of the patients at least eight months after the 
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first. Among the postoperative complications, which were never 
too severe, were headache for two to three days, especially in 
patients with a thick orbital roof; vomiting; slight meningism; 
elevated temperature; psychomotor excitation, especially in pa- 
tients in whom anesthesia had been induced by the intravenous 
administration of barbiturates; convulsive attacks, in epileptic 
patients in the first 10 to 12 postoperative hours; insomnia or 
drowsiness; slight oozing of fluid; anuria for 20 to 22 hours; 
bradycardia; and incontinence of six to seven days’ duration. 
Memory alterations or degenerative changes in personality were 
not observed. Anxiety disappeared in all the patients, and pain 
and psychological blocking were benefited. Meneghel states that 
leukotomy should aim at checking the symptoms rather than 
the disease itself, except in the case of agitated melancholia, and 
that when the remission is not complete psychotherapy and 
specific therapies should be given afterwards. The patient in 
whom the postoperative remission is complete should be dis- 
charged early; keeping him in the hospital environment for 
which he is no longer suited could suggest to him the suspicion 
of a relapse and hasten it. 


GYNECOLOGY & OBSTETRICS 


The Effect of Normal and Toxemic Pregnancy on Blood 
Pressure. A. J. B. Tillman. Am. J. Obst. & Gynec. 70:589-603 
(Sept.) 1955 [St. Louis]. 


The importance of hypertensive vascular disease in obstetrics 
has been fully established, but opinion is still divided in regard 
to three fundamental questions. 1. Does toxemia of pregnancy 
incite hypertension? 2. Does it aggravate hypertensive disease 
when it is present? 3. Does it arise in a person in whom hyper- 
tension is destined to develop? Studies of the interrelationship 
of blood pressure and toxemia of pregnancy are subject to errors 
inherent in the characteristics of blood pressure values. These 
characteristics are: (1) lability in both normal and abnormal 
range, (2) association of a temporary elevation with future sus- 
tained elevation, and (3) lack of a universally accepted defini- 
tion of the lower limit of hypertension. The discovery that blood 
pressure levels often decline during pregnancy made it advis- 
able to reexamine the relationship of hypertension to toxemia 
of pregnancy, using only patients whose blood pressures had 
been documented before a carefully observed first pregnancy 
and for whom follow-up data were available. First pregnancy 
observations were used in order to avoid (1) the possible influ- 
ence of the unobserved pregnancy, (2) the extraneous causes 
of hypertension that might arise in the interval between preg- 
nancies, and (3) the possible effect of age. The variables of preg- 
nancy, toxemia, and hypertension could thus be kept to a 
minimum and the relationship between them more clearly de- 
fined. The collection of cases began about 1937 and the ma- 
terial finally selected for study consisted of 240 patients with 
normal and 137 with toxemic pregnancies. The range of obser- 
vation varied from 21 months to 10 years. An unavoidable 
result of the fact that the blood pressure readings had to be 
obtained wherever possible was that they were taken by many 
different persons under ambulatory and hospital conditions and 
occasionally in the presence of febrile or convalescent states. 
Casual readings, however, reflect daily variations more accu- 
rately than do the so-called basal readings. Classification and 
analysis of the data showed that (1) the woman who has a 
normotensive pregnancy is essentially a normotensive person; 
(2) the woman who exhibits hypertension solely in pregnancy 
was hypertensive before pregnancy; and (3) the woman who ex- 
hibits the preeclamptic syndrome in pregnancy (hypertension, 
albuminuria, and edema) may have been either normotensive or 
hypertensive before pregnancy, and her postpartum blood pres- 
sure will reflect her prepregnancy state. Additional findings were 
that the duration and severity of toxemia of pregnancy are not 
factors in the production of post-toxemic hypertension and that 
hypertension is not permanently increased by toxemia of preg- 
nancy. Blood pressure values decrease in the first and second 
trimesters in both normal and toxemic pregnancy and this fact, 
together with the variability of the blood pressure, often results 
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in failure to recognize the hypertensive state, which in most 
cases is responsible for the appearance of hypertension after 
toxemia of pregnancy. 


Thrombotic Thrombocytopenic Purpura Occurring in Preg- 
nancy. P. F. Miner, R. L. Nutt and M. E. Thomas. Am. J. 
Obst. & Gynec. 70:611-617 (Sept.) 1955 |St. Louis]. 


Thrombotic thrombocytopenic purpura is a rare disease of 
unknown origin that has never before been reported as occur- 
ring in pregnancy. It is characterized by fever, hemolytic anemia, 
mild icterus, thrombocytopenia, and central nervous system 
manifestations, including headache, mental confusion, delirium, 
coma, convulsions, aphasia, and hemiplegia. Postmortem ex- 
aminations have disclosed multiple acellular thrombosis in the 
smaller arterioles and capillaries. These characteristic lesions 
are widespread and are found most frequently in the heart, lungs, 
adrenals, kidneys, and brain. The extent to which the different 
organs are affected, however, varies with each patient. Urticaria 
and drug sensitivity suggestive of an allergic origin for the dis- 
order have been noted in several cases. The authors’ patient, 
a 19-year-old white primipara in the eighth month of pregnancy, 
was admitted to the hospital in April, 1954, complaining of head- 
ache, generalized edema, nausea, vomiting, and lower abdominal 
cramps. Her history was noncontributory and no significant 
hematological or renal abnormalities were found in her family 
history. A complete blood count, bleeding time and coagulation 
time determinations, serologic test, and routine urinalysis ob- 
tained before the removal of a pilonidal cyst the previous Octo- 
ber had all been within normal limits. The pregnancy was 
marked by a short period of vaginal bleeding in mid-December, 
after which it proceeded uneventfully until March 25, when 
she complained of burning pain on urination. Urinalysis showed 
innumerable white blood cells per high power field and 5 to 10 
red blood cells. She was given a short course of therapy with 
Mandelamine and the urinary symptoms subsided. She first noted 
edema, beginning at the ankles and later spreading to the face 
and hands, one week before admission to the hospital. Her 
urinary Output was decreased, and generalized weakness and 
headache developed two days before admission. The membranes 
had ruptured just before she was admitted and about three hours 
later she spontaneously delivered a viable 3 Ib. 12 oz. (1,701 
gm.) infant. Anemia and low-grade uremia were present during 
the first few days of her illness and were followed by oliguria. 
All attempts at treatment were ineffective and on the 11th hos- 
pital day she died. The diagnosis, which required differentiation 
from glomerular nephritis, lower nephron nephrosis, acute leu- 
kemia, and toxemia of pregnancy, remained controversial 
throughout her illness and was in doubt until the microscopic 
sections were examined by the pathologist. Death was appar- 
ently due to renal failure, although the fever, anemia, thrombo- 
cytopenia, and neurological signs characteristic of thrombotic 
thrombocytopenic purpura were also present. The development 
of renal failure in these patients seems to be the exception rather 
than the rule; in only one other instance has a significant degree 
of uremia been present in a patient dying with this syndrome. 


Congenital Malformations and Rubella During Gestation. R. 
Clément. Presse méd. 63:1109-1110 (Aug. 13) 1955. (In French) 
|Paris, France]. 


A review of the literature concerning the effects on the fetus 
of maternal rubella contracted during pregnancy shows that 
these effects vary according to the point of development at which 
the disease occurred. The virus has a predilection for each organ 
at the time of its differentiation. Damage to the fetus is most 
likely to occur early in pregnancy, but there have been reports 
of malformations after rubella late in pregnancy, e. g., mongol- 
ism in the child of a woman who contracted the disease between 
the seventh and eighth months. The author advocates the use 
of seroprophylaxis in pregnant women who have been exposed 
to rubella, perhaps even in all pregnant women who have never 
had the disease. Since the protection afforded by the gamma 
globulins does not appear to be too dependable, it would be 
better to use gamma globulins from persons who have had the 
disease. These substances should be injected at the end of the 
first month of pregnancy and if necessary again 20 days later, 
since the second month is the most dangerous period for the fetus. 
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Therapy in Secondary Amenorrhea: Combined Estrogen and 
Progesterone Treatment According to Zondek. P. Lange. Nord, 
med. §4:1169-1170 (July 28) 1955 (In Danish) |Stockholm, 
Sweden|}. 


According to Zondek combined estrogen-progesterone treat- 
ment can bring about menses in patients with secondary amenor- 
rhea of not too long duration. The advantage of the method 
is partly in the short time of treatment, simple application, and 
certcin effect and partly in that the amounts of estrogen ad- 
ministered are so small that there can be no inhibiting effect 
on the hypophysis. It is a substitution therapy that can be safely 
continued for a long time, can perhaps carry the patient over 
the critical period till spontaneous recovery sets in, and may 
possibly accelerate recovery. Of Lange’s 13 patients, aged from 
18 to 42, with amenorrhea for from 3 to 11 months, 9 were 
treated with injection only, 2, with tablets, and 2, with tablets 
followed by injection or vice versa. In all cases menstruation 
resulted. The combined treatment was applied in seven cases 
of oligohypomenorrhea with resulting regulated and amplified 
flow. 


Implantation of Placental Tissue, According to Filatow. H. 
Holkup. Wien. med. Wehnschr. 105:624-626 (Aug. 6) (In Ger- 
man) |Vienna, Austria]. 


Between November, 1949, and December, 1950, implanta- 
tions of sterilized pieces of placental tissue, the size of the ter- 
minal phalanx of the thumb, into the subcutaneous tissue of the 
skin of the abdomen, were performed with the aid of local 
anes‘hesia in 36 women who were admitted to the first gyne- 
cologic clinic of the University of Vienna. According to Fila- 
tow’s method, the placental tissue was stored for seven days 
in a sterile dish at temperatures of 2 to 4 C (35.6 to 39.2 F). 
It was then cut into small cubes that were sterilized in the auto- 
clave at a temperature of 120 C for one hour, and after that 
the cubes were stored in the refrigerator until transplantations 
were carried out. The substances contained in the placental 
tissue are either destroyed or transformed during the long low 
temperature storage, but new substances are formed in a de- 
fense reaction of the placental tissue against the prolonged cool- 
ing. These new substances, for which the term “biogenous 
stimulants” was coined by Filatow, are thermostabile and there- 
fore not affected by the sterilization process; they stimulate the 
regeneration and the biochemical processes of the body. Of the 
36 women, 29 had pruritus vulvae, one nymphomania, 2 pluri- 
glandular insufficiency with intermittent amenorrhea, one hyper- 
emesis gravidarum, and 3 psoriasis. In 3 patients the implan- 
tations were repeated at four to seven week intervals; only one 
implantation was carried out in each of the other 33 patients. 
Eight of the 36 patients were lost to follow-up, but in 28 patients 
follow-up examinations were made afier three to four years. 
Complete recovery had occurred in nine patients, five were im- 
proved, six were temporarily improved, and eight were thera- 
peutic failures. Of the therapeutic failures, seven had pruritus 
vulvae associated with more or less marked kraurosis, and one 
had hyperemesis gravidarum. Of the three patients with psori- 
asis, only one could be followed up; in this patient, the lesions 
disappeared gradually within six months. She remained free from 
complaints for 18 months, and then the lesions reappeared 
gradually at the same locations as before the placental trans- 
plantation. In one 74-year-old woman with pruritus vulvae and 
asthma, the pruritus subsided completely and the asthma was 
improved. It is emphasized that all 36 patients had been resistant 
to any other treatment that was tried before the placental trans- 
plantations. Since placental transplantaticn is neither time- 
consuming nor expensive, it should be given a trial in 
therapy-resistant Cases. 


Endometriosis of Navel. F. R. Merchante and A. E. Heitzmann. 
Sem. méd. 62:30-32 (July 7) 1955 (In Spanish) |Buenos Aires, 
Argentina]. 


Endometriosis of navel is rare. A woman 39 years old re- 
quesied treatment for an umbilical hernia. Questioning and 
clinical examination elicited the following information. Four 
years prior to consultation, the patient had a laparotomy for 
removal of an ovarian cystic blastoma. One year after the opera- 
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tion a hernia appeared on the cicatricial zone of the laparotomy, 
near the navel. The hernia contained a tumor that grew and 
caused pain and bleeding during menstruation. A diagnosis of 
endometriosis was made. The operation consisted of resection 
of the hernia and tumor, by Mayo-Zeno’s technique that includes 
grafting of the lower aponeurotic flap over the superior one. 
The histopathological study of the tumor confirmed the diag- 
nosis of endometriosis. The patient has been observed for three 
years after the operation. She is in good health. 


PEDIATRICS 


Diagnosis of Innocent Heart Murmurs in Children, P. H. Rhodes. 
GP 12:69-71 (Aug.) 1955 [Kansas City, Mo.]. 


The commonest innocent murmur observed in children is a 
systolic vibratory sound heard best in the third left intercostal 
space near the sternum. While the vibratory murmurs are oc- 
casionally heard in infancy, they become prominent after 2 or 3 
years of age and are most characteristic between 3 and 7 years. 
Then they gradually diminish in intensity toward adolescence. 
Innocent murmurs are often not heard in the upright position 
or are heard better in the supine than in the upright position. 
They are heard better in held expiration and after exercise. The 
dJnnocent murmur is probably mistaken most often for the mur- 
mur of mitral insufficiency. The latter is of maximal intensity 
at the apex, and this difference in location of the maximum 
intensity of the murmur is of great help in the differential diag- 
nosis. Sometimes a loud third heart sound or a venous hum is 
mistaken for a diastolic murmur. Close attention to auscultatory 
findings usually is enough to establish that these extraneous 
sounds are indeed innocent. 


Use and Misuse of Cortisone and Corticotropin (ACTH) in 
Pediatrics. B. Gans. Medizinische, no. 33/34, pp. 1126-1129 
(Aug. 20) 1955 (In German) [Stuttgart, Germany]. 


Of nine children treated with cortisone and corticotropin, one 
12-year-old boy had acute rheumatic fever; one 10-year-old girl 
had typical anaphylactoid purpura; one child had acute glomer- 
ulonephritis; another one with chronic mixed nephritis had 
chronic edema, albumin, red blood cells, and cylinders in the 
urine, hypertension, and urea in the blood; still another had 
nephrosis with edema and albuminuria; one 2-year-old girl had 
Hand-Schiller-Christian disease; two infants had bronchiolitis; 
and one 11-year-old girl had pseudohermaphroditism. Despite the 
administration of fairly large doses of cortisone, temperature, 
pulse, and blood sedimentation rate were not favorably in- 
fluenced in the boy with acute rheumatic fever, who had rheu- 
matic peritonitis and pericarditis; he even had a recurrence in 
the course of cortisone therapy, and the disease progressed 
inexorably. Administration of corticotropin did not exert any 
favorable effect on the patient with anaphylactoid purpura; it 
did not prevent nephritis, intrapericardial hemorrhage, auricular 
fibrillation, cardiac decompensation, and death. These two pa- 
tients had typical adaptation diseases. In cases of rheumatic fever 
less severe than that in the author's patient damage to the cardiac 
valves might be prevented by cortisone therapy, but further 
investigation of this point is needed. There is general consensus 
that neither purpura nor nephritis can be influenced by cortisone 
or corticotropin. The two patients with acute glomerulonephritis 
and chronic mixed nephritis were therapeutic failures, waile 
increase in body weight was followed by diuresis in the patient 
with pure nephrosis who remained symptom-free for two years 
after cortisone administration was discontinued. The patient with 
Hand-Schiller-Christian disease was given cortisone in doses of 
50 mg. per day, and this dose was reduced to 37.5 mg. when 
moon face appeared. Although exophthalmos remained un- 
changed, the patient’s general condition improved, new foci 
in the skull did not develop, and there was new bone formation 
in the centers. An attempt was made to discontinue the adminis- 
tration of the cortisone after 13 months of hormone therapy. 
Within three months considerable deterioration occurred, which 
proved that cortisone therapy had exerted a favorable effect on 
the patient’s condition. In the two infants with bronchiolitis, each 
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of whom received 100 mg. of cortisone in addition to oxygen 
and antibiotics, the nonspecific antitoxic and antiallergic effect 
of the hormone kept the patients alive until the other therapeu- 
tic measures became effective. In the patient with pseudoher- 
maphroditism, excretion of -17-ketosteroids rapidly decreased 
after the institution of cortisone therapy. After four months of 
therapy, acne and abnormal: pigmentation improved and the 
mammae developed in the patient who had had a virile body 
build. Menstruation occurred for the first time after six months 
of cortisone therapy. There is increasing skepticism regarding the 
usefulness of cortisone and corticortopin in patients with the so- 
called adaptation diseases or stimulation syndrome. It is recog- 
nized that symptoms can be suppressed, but it appears that the 
hormones are curative only in rare cases. Occasionally they may 
be lifesaving in patients with severe infections and acute adreno- 
cortical deficiency. There are a few rare diseases, such as certain 
endocrinopathies, reticuloses, and xanthomatoses, that may be 
favorably influenced by these hormones. 


The Effect of Intensive and Prolonged Therapy with Cortisone 
and Hydrocortisone in First Attacks of Rheumatic Carditis. M. 
Markowitz. Pediatrics 16:325-334 (Sept.) 1955 [Springfield, IIl.]. 


Cortisone or hydrocortisone was given orally in large doses 
to 39 children between the ages of 4 and 14 years and one 18- 
year-old girl with clinical evidence of carditis in the course of 
first rheumatic attacks. Three dosage schedules were employed 
with minor variations; the total dose of the hormone ranged 
from 13 to 25 gm., with an average total dose of 16 gm. Duration 
of treatment varied from nine weeks to 12 months. Of these 40 
patients, 29 received treatment within three weeks of the onset 
of their illness. After follow-up periods ranging from 6 to 22 
months, 24 of the 29 patients had no evidence of heart disease. 
Patients with severe or mild carditis responded equally well. 
Of the 11 patients who were treated later than three weeks 
after the onset of their illness and who did less well, only 2 had 
normal hearts; 8 had rheumatic heart disease; and one patient 
died. The results obtained in the author’s patients suggest that 
cortisone, given early in the course of the rheumatic attack in 
doses sufficiently large to suppress the inflammatory reaction 
completely and continued until the disease has run its course, 
may reduce the incidence of residual heart disease. Further 
studies on a larger series of patients with adequate controls are 
needed to establish the value of this regimen. Serious side-effects 
such as hypertension, infections, personality changes, and fluid 
retention developed in 11 of the 40 patients. In four the symp- 
toms were of sufficient severity to necessitate cessation of ther- 
apy. In the remaining seven patients the untoward reactions 
were controlled by reducing the dosage of the steroid. 


Pulmonary Hyaline Disease of Infants. G. M. Martin and R. H. 
More. Canad. M. A. J. 73:273-277 (Aug. 15) 1955 [Toronto, 
Canada]. 

The autopsy records of 30 stillborn infants and of 51 liveborn 
infants who died within the first 48 hours of life were studied. 
No evidence of resorption atelectasis or hyaline membrane for- 
mation was present in any of the stillborn infants, while these 
changes were observed in 17 (33%) of the 51 liveborn infants. 
Of the 17 infants, 10 were born prematurely. The clinical and 
pathological features of infants dying of pulmonary hyaline 
membrane disease are characteristic. The entity is found most 
commonly in liveborn infants and is present more often in pre- 
mature than in full-term infants. Death occurs, after a period 
of normal behavior, from one to two hours up to four to five 
days after birth. The lungs are of normal size, firm, and reddish- 
purple, showing the microscopic features of resorption atelecta- 
sis with irregular layers of homogeneous eosinophilic material 
coating the alveolar ducts, atriums, and alveoli. There are two 
main schools of thought regarding the origin of the hyaline 
membranes. The first advocates the theory that concentrated 
protein derived from inhaled amniotic fluid produces obstruc- 
tion and leads to the production of atelectasis after the infant 
is born. The second contends that the protein is derived from the 
blood rather than from aspirated amniotic fluid. The latter theory 
is supported by the occurrence of pulmonary hyaline membranes 
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in many diseases of older children and adults such as influenza 
and influenzal pneumonia, rheumatic disease, war gas poisoning, 
and radiation pneumonitis. In all of these diseases, damage to 
small vascular channels is considered to be the direct cause of 
the escape of the protein material. High oxygen concentrations 
with associated vascular and epithelial damage or hormonal im- 
balance with coincident increase in vessel permeability have been 
considered by some workers as important factors in the patho- 
genesis of this disease entity. Others tend to incriminate post- 
natal edema fluid as the source of the protein material. Pre- 
maturity and cesarean section are the only two factors that bear 
any close relationship to membrane development. It is suggested 
that resorption atelectasis in addition to hyaline membrane for- 
mation may represent a disease process that is quite different 
from that associated with the presence of hyaline membranes 
alone in the lungs of infants, older children, and adults. 


Erythromycin in the Treatment of Diphtheria and Diphtheria 
Carrier State. M. W. Beach, W. B. Gamble Jr., C. H. Zemp Jr. 
and M. Q. Jenkins. Pediatrics 16:335-344 (Sept.) 1955 [Spring- 
field, Hl.]. 


Erythromycin was given a therapeutic trial in 43 patients 
between the ages of 5 months and 17 years with untreated acute 
diphtheria who were admitted to the pediatric service of Roper 
Hospital (pediatric department of the Medical College of South 
Carolina). The preparation of erythromycin used was a sus- 
pension of erythromycin ethyl carbonate (Ilotycin), and it was 
administered in doses of from 25 to 50 mg. per kilogram of body 
weight, with an average dose of 40 mg. per kilogram daily, 
given at 4 to 6 hour intervals. The duration of treatment varied 
from 7 to 14 days with an average of 10 days. Thirty-eight pa- 
tients were given antitoxin in doses ranging from 20,000 to 
40,000 units intramuscularly. Five additional patients, who had 
positive throat cultures for Corynebacterium diphtheriae but 
showed no clinical evidence of disease and had negative results 
from the Schick test, were treated with erythromycin alone. 
Erythromycin eradicated the C. diphtheriae from the nose and 
throat of all 48 patients within an average of two days in those 
with active disease and three days in the carriers. The treatment 
of acute diphtheria has not been drastically changed by the use 
of antibiotics. Antitoxin remains the primary form of therapy. 
However, the eradication of virulent diphtheria bacilli from the 
upper respiratory tract of patients with the active disease and of 
carriers is of considerable importance in the control of the dis- 
ease. Streptomycin is effective in vitro and in infections produced 
experimentally but it has not been clinically evaluated in acute 
diphtheria or in the carrier state. Chlortetracycline, chloramphen- 
icol, and oxytetracycline, although active against the causative 
organisms, have not had sufficient clinical trial to permit evalua- 
tion in the control of acute diphtheria and the carrier state. Peni- 
cillin eradicated C. diphtheriae from the nasopharynx in 75% 
of patients within three to four days. The results obtained by the 
authors and other workers with erythromycin suggest that to date 
it is the most promising antibiotic in the treatment of diphtheria. 
Erythromycin is advocated as an adjunct to, not as a substitute 
for, antitoxin in the treatment of acute diphtheria. 


Splenectomy in Mediterranean Anemia. D. H. Clement and M. 
Taffel. Pediatrics 16:353-362 (Sept.) 1955 (Springfield, 


Splenectomy for hereditary leptocytosis (Mediterranean an- 
emia) was performed on three boys born of Italian-American 
parents and on a girl born of Greek-American parents, who had 
been anemic since early infancy. At the time.of the operation 
the children’s age varied from 2 to 11 years. The follow-up 
period after the splenectomy varied from one to 10% years. 
The procedure was well tolerated by all patients. Complications 
did not occur, though thrombosis remains a threat in view 
of the high platelet counts that were observed postoperatively. 
Although the primary defect in hereditary leptocytosis is an 
inability to synthesize adequate amounts of hemoglobin, a 
hemolytic component eventually supervenes, associated with 
splenomegaly that in turn is augmented by the necessary trans- 
fusions. When the disease has been evident for some time, as it 
was in the authors’ patients, the spleen is greatly enlarged and 
the transfusion requirement is big. Splenectomy was effective in 
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greatly reducing the need for transfusions to 25 to 50% of the 
presplenectomy need. Secondary benefits after splenectomy in- 
cluded improvement in disposition, appetite, and activity and 
lessened fatigability. Overloading with iron was diminished, a 
feature theoretically desirable in view of the ever-present hemo- 
chromatosis. Psychic trauma to the child and expenditure of the 
physician’s time in transfusions were proportionately decreased. 
Failure to benefit from splenectomy may be expected if the 
organ is removed early in the course of the disease before it 
has greatly enlarged and the transfusion need is great. It is also 
possible that the operation will accomplish little in the terminal 
phase of the disease when the liver is huge and the marrow over- 
extended. Optimum time for splenectomy and the best criteria for 
the selection of patients remain to be determined, but the authors 
are convinced that removal of the spleen under appropriate cir- 
cumstances is of substantial benefit to these patients. Early am- 
bulation and even anticoagulant therapy (not yet employed by 
the authors) may be useful. Platelet counts should be followed 
closely. 


Cortisone in Diagnosis and Treatment of Adrenogenital Syn- 
drome in Children. H. Andersen. Ugesk. leger 117:966-969 
(July 28) 1955 (In Danish) (Copenhagen, Denmark]. 


Cortisone is at present considered the sovereign remedy in the 
treatment of hyperplasia of the adrenal cortex and is an im- 
portant agent in differential diagnosis between tumor and hyper- 
plasia of the adrenal cortex. Of the four cases described, two 
illustrate the typical effect of cortisone in girls with hyperplasia 
of the adrenal cortex, with normalization of growth and sexual 
development, and the third case shows the value of 17-ketosteroid 
determinations in the urine for early diagnosis. In these cases 
reduction in 17-ketosteroid excretion occurred, which is charac- 
teristic in hyperplasia of the adrenal cortex after administration 
of cortisone, in contrast to the fourth case, a patient with tumor 
of the adrenal cortex, in which administration of cortisone did 
not normalize the 17-ketosteroid excretion. This is an important 
though not infallible sign in the differential diagnosis between the 
two forms of the adrenogenital syndrome, which may clinically 
greatly resemble each other but require different treatment (the 
tumors requiring operation and the hyperplasia, treatment with 
cortisone). Cortisone given intramuscularly in the initial dose ot 
from 25 to 100 mg. and in the daily maintenance dose of 25 mg. 
or less seems to bring the 17-ketosteroid values down. In many 
cases cortisone may be given orally in which cases the dosage is 
generally doubled. Intramuscular injections are advised for the 
start of treatment and in differential diagnosis. With proper dos- 
age and control customary for cortisone treatment no undesirable 
effect appears to follow. Even after several years’ treatment with 
cortisone, a rise in the 17-ketosteroid excretion in the urine ts 
seen shortly after discontinuation of the treatment. 


OTOLARYNGOLOGY 


The Treatment of Purulent Otogenic Meningitis. S. Nakamura, 
D. Toyomura and N. lida. A. M. A. Arch. Otolaryng. 62:42-49 
(July) 1955 [Chicago]. 


Complete exenteration of the primary focus of the infection 
in the temporal bone by a radical mastoidectomy and, if neces- 
sary, even a petrosectomy should be performed without hesita- 
tion in purulent otogenic meningitis, and after that chemo- 
therapy should be instituted. The studies described were under- 
taken to determine the amount of penicillin necessary to main- 
tain the optimal concentration in the cerebrospinal fluid without 
at the same time causing any serious side-reactions. Observations 
were made on seven patients with otogenic meningitis. In 
addition, experiments were made on 40 rabbits. With regard to 
the diffusion of penicillin into the cerebrospinal fluid in extra- 
thecal application, intracarotid arterial injection is the best 
method, followed by intravertebral arterial injection, intra- 
venous injection, and intramuscular injection, in that order. 
Intramuscular injection is generally not so effective as the other 
procedures described. The optimum single dosage of penicillin by 
intracarotid injection is of the order of 600 to 1,000 units per 
kilogram; it seems desirable to repeat this dosage two to three 
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times a day. In intrathecal applications, the cisternal puncture 
is more effective than the lumbar puncture. In cisternal puncture 
an optimum daily dose of penicillin appears to be of the order 
of 200 to 300 units per kilogram. Since the diffusion of penicillin 
to the region of the base of the brain and spinal cord is greater 
for cisternal puncture than for any other procedure, cisternal 
puncture insures not only a higher penicillin concentration but 
also a longer duration of significant concentrations. A new sup- 
plementary procedure for guarding against serious side-reactions 
resulting from intrathecal application of penicillin is suggested. 
It is based on the observation that the precipitation of fibrinoid 
substances is promoted by the addition of 3% acetic acid to the 
cerebrospinal fluid in vitro. 


Rare Tuberculous Lesions Treated with Streptomycin. H. Op- 
penheim. A. M. A. Arch. Otolaryng. 62:119-129 (Aug.) 1955 
[Chicago]. 


The occurrence of tuberculosis in rare locations is reported 
in four men. One of these patients had involvement of the 
maxillary sinus; in the second patient the tuberculous lesion was 
located on the upper lip; the third patient had two ulcers on 
the upper lip with involvement of the tongue on the opposite 
side; and the lesion in the fourth patient was located on the back 
of the tongue. The diagnosis of tuberculosis was confirmed by 
biopsy in all four patients. The lesions appeared secondary to 
pulmonary tuberculosis. The first patient was given strepto- 
mycin alone in doses of 1 gm. intramuscularly daily; two of the 
other patients received daily | gm. of streptomycin intramuscu- 
larly and 12 gm. of aminosalicylic acid orally for 48 and 28 days 
respectively. The fourth patient was given 1 gm. of streptomycin 
intramuscularly twice weekly and 12 gm. of aminosalicylic acid 
orally daily for five weeks. In the patient with involvement of 
the maxillary sinus, tubercle bacilli were absent in the sputum 
for over eight months previous to the diagnosis of tuberculous 
sinusitis. It appeared reasonable to ascribe the sudden reappear- 
ance of tubercle bacilli in the sputum to drainage originating in 
the right maxillary antrum. From the time of the institution of 
therapy with streptomycin, all sputums remained consistently 
negative for acid-fast bacilli. It is believed that streptomycin 
was helpful in preventing or arresting a future spread of the 
disease into the surrounding structures. The three patients with 
tuberculosis involving the lip and tongue showed rapid healing 
of their tuberculous lesions on the lip and/or tongue within 
five weeks. Their appetites and weights increased because the 
pain on eating had disappeared. Two of these three patients 
remained healed after three and one-half years. The third was 
observed for one and one-half years after therapy was started; 
his lingual ulcer did not recur. In none of the patients were the 
regional lymph nodes involved. Insufficient time has elapsed for 
final evaluation of the permanence of results obtained with 
streptomycin, with or without aminosalicylic acid, in the four 
patients with rare tuberculous lesions, but it may safely be stated 
that these antibiotic drugs represent a simple, and, up to now, the 
most effective, therapeutic weapon against oral tuberculosis. Ex- 
cept possibly in the field of tuberculous paranasal sinusitis, surgi- 
cal intervention rarely becomes necessary. 


THERAPEUTICS 


Allergic Reactions to Sulfonamide and Antibiotic Drugs. F. C. 
Lowell. Ann. Int. Med. 43:333-344 (Aug.) 1955 [Lancaster, Pa.]. 


Reports collected from the literature concerning the frequency 
and potential danger of allergic or possibly allergic reactions to 
the sulfonamide compounds and antibiotic drugs warrant the 
following precautionary measures. Incidental and unnecessary 
exposure to the sulfonamide and antibiotic drugs should be held 
to a minimum. Drugs effective and relatively safe when given 
parenterally should not be administered topically as ointments 
or nose drops. Other antibacterial agents that cannot be given 
systemically are available for such purposes. Whenever pos- 
sible, measures permitting an accurate bacteriological diagnosis 
should be taken before treatment is started. Knowledge of the 
infecting organism will help in recognizing the cause of symp- 
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toms that persist despite treatment. The number of drugs ad- 
ministered simultaneously should be held to a minimum. The 
initial injection of a drug should be given in an extremity rather 
than in the buttocks, so that measures can be taken to delay 
absorption if a reaction occurs. This is especially important in 
those who have had reactions in the past and those who are to 
receive penicillin. Preparations suitable for treating acute allergic 
reactions should be available. The inadvertent injection of a drug 
intravenously is undesirable and can be avoided by withdrawing 
the plunger of the syringe for a few seconds after the needle is 
inserted. If blood appears in the hub of the syringe, the needle 
should be reinserted. To those who have had allergic reactions 
to a drug in the past or who are believed to be prone to have 
reactions, short-acting rather than long-acting preparations 
should be given. Whenever possible, sulfonamides and anti- 
biotics should be given orally. 


Treatment of Blood Disorders with ACTH and Cortisone: Third 
Report to the Medical Research Council by the Panel on the 
Haematological Applications of ACTH and Cortisone. L. J. 
Witts, C. J. C. Britton, L. S. P, Davidson and others. Brit. M. J. 
2:455-457 (Aug. 20) 1955 [London, England]. 


Of 14 men and 34 women, 22 of whom were over 55 years of 
age, with acquired hemolytic anemia, a partial or complete 
response to the administration of corticotropin (ACTH) or corti- 
sone occurred in 39 (81%). Of the 28 treated most recently, a 
partial response occurred in 15 and a complete response in 8. 
Of the 15 patients, 5 received 300 mg. or more of cortisone daily 
for 11 to 30 days. Of the eight patients, three received 300 mg. 
of cortisone daily, and four others received 200 mg. daily; one 
patient received 75 mg. of corticotropin daily for 40 days. Eight 
other patients were given continuous treatment for at least six 
months, and their requirements of cortisone varied from 50 to 
200 mg. a day. In all these patients, a relapse could be induced 
promptly by stopping cortisone therapy or reducing the dosage. 
Of 26 patients with idiopathic thrombocytopenic purpura (17 
women, 3 men, and 6 children), complete responses to cortisone 
therapy were obtained in 12 and partial responses in 10. Four 
adults were therapeutic failures; in two of these the maximum 
daily dose of cortisone was only 100 mg., whereas in the entire 
group the maximum daily dosage was 200 to 300 mg. in more 
than half of the patients. Of four patients who were treated 
continuously with cortisone for six months or more, two re- 
mained well when given 100 mg. daily, but they relapsed when 
they were given 50 mg. daily; mild adrenal cortical hyperfunction 
(Cushing’s syndrome) developed in both. The other two patients 
remained well when given 50 mg. and 75 mg. of cortisone daily. 
These results suggest that, in most patients with acquired hemo- 
lytic anemia and idiopathic thrombocytopenic purpura, remis- 
sions can be induced by the administration of corticotropin or 
cortisone. Adequate dosage is important. Remissions can often be 
maintained for long periods by continued administration of the 
hormones. Of 49 children and 52 adults with acute leukemia, 
the administration of corticotropin or cortisone induced tem- 
porary remissions in 34 children and 22 adults. This method of 
treatment thus compares favorably with others. Neverthless, few 
patients survived for more than one year. In other hematological 
conditions, such as aplastic anemia and refractory anemia, ad- 
ministration of corticotropin and cortisone rarely produced any 
favorable effects. 


Oral Treatment of Pernicious Anemia with a Combined Vitamin 
B., and Intrinsic Factor Preparation. E. K. Blackburn, H. Cohen 
and G. M. Wilson. Brit. M. J. 2:461-463 (Aug. 20) 1955 [London, 
England]. 


Biopar, a preparation containing in each tablet 6 mcg. of 
crystalline vitamin By» and 30 mg. of “intrinsic factor” was given 
a therapeutic trial in 30 patients with pernicious anemia. Four 
of five previously untreated patients with uncomplicated perni- 
cious anemia who were given five tablets of Biopar (30 mcg. of 
vitamin Bis and 150 mg. of intrinsic factor) daily showed a satis- 
factory response from both the clinical and the hematological 
points of view. In the fifth patient no response was obtained, 
and no satisfactory explanation was found for this failure. In 
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12 patients previously treated with vitamin B,. by injection at 
least for one year, who had shown steady blood levels in the 
course of this period and who were transferred to maintenance 
treatment by oral administration of one tablet of Biopar daily, 
the hemoglobin level and red blood cell count showed a signifi- 
cant drop when the treatment was continued for a year. In an 
additional patient on oral maintenance therapy with Biopar. 
features of subacute combined degeneration developed. In 
the remaining 12 patients who received maintenance therapy 
throughout with vitamin B,., no definite trend could be detected. 
It is concluded that at present oral treatment with Biopar is not 
so reliable as that with vitamin By. by injection. 


Treatment of Hypertension with Drugs: Clinical Experiences 
with Serpasil, Serpasil-Ritalin, and Serpasil-Nepresol. A. 
Essellier, J. Goerre and A. Wegmann. Schweiz. med Wchnschr. 
85:808-811 (Aug. 20) 1955 (In German) [Basel, Switzerland]. 


Of 107 patients with essential and nephrogenic hypertension 
admitted to the Medical University Clinic of Ziirich, Switzerland, 
62 were treated with small doses of reserpine (Serpasil) alone, 
15 with reserpine and phenyl-piperidyl-2-acetic acid methyl ester 
(Ritalin), a new central stimulant, and 30 with reserpine and 
1,4-dihydrazinophthalazine (Nepresol). Of the 62 patients who 
were given reserpine alone, 58 had first been treated by bed rest 
and a salt-free diet to which they did not respond. They then 
received reserpine in small doses of 0.75 to 1.5 mg. per day. In 
only 6 of the 58 patients was the blood pressure restored to 
normal and it did not rise again after discharge from the hospital 
when treatment was continued ambulatorily; these patients had 
been followed for from several months to two years. Insignificant 
side-effects consisted of fatigue and diminished libido. The low 
dose of the drug did not cause any untoward reactions in most 
of the patients but proved insufficient for the treatment of patients 
with severe, fixed hypertension. Four patients with malignant 
hypertension associated with pressor crises were given larger 
doses of 5 to 40 mg. of reserpine daily; the blood pressure was 
lowered considerably but parkinsonism occurred as an unde- 
sirable side-effect of the treatment. A more promising technique 
of administration of reserpine is its combination in large doses 
with Ritalin and in small doses with Nepresol. Of the 15 patients 
treated with doses up to 5 mg. of reserpine and 10 mg. of Ritalin 
daily, the arterial pressure was restored to normal without un- 
desirable side-effects in 5; the remaining 10 patients were resistant 
not only to the 5 mg. dose of reserpine but also to larger doses 
of the drug; and parkinsonism occurred in two patients who 
received a daily dose of 11 mg. of reserpine. These observations 
suggest that satisfactory lowering of blood pressure can be ob- 
tained only with higher doses of reserpine than those used cur- 
rently and that combination with Ritalin makes it possible to 
use the effective dose of 5 mg. of reserpine daily without un- 
desirable side-effects. The combined treatment of 30 patients 
with reserpine and Nepresol, both drugs employed in relatively 
small doses, i. e., 1 to 1.5 mg. of reserpine and 50 to 125 mg. 
of Nepresol, resulted in a significant drop of blood pressure in 
11 patients, who were followed up for an average period of five 
weeks. Undesirable side-effects, particularly anginal pain, neces- 
sitated discontinuation of the treatment in three patients. Restora- 
tion of blood pressure to normal or significant and permanent 
lowering of blood pressure thus may be obtained by combined 
treatment with reserpine and Ritalin or Nepresol in about one- 
third of patients with hypertension refractory to bed rest and 
salt-free diet. Combined treatment with reserpine and Ritalin as 
compared with the combination with Nepresol has the advantage 
of less undesirable side-effects. 


The Results of 2-Hydroxystilbamidine Therapy in Disseminated 
Coccidioidomycosis. |. Snapper, L. A. Baker, B. D. Edidin and 
D. S. Kushner. Ann. Int. Med. 43:271-286 (Aug.) 1955 [Lan- 
caster, Pa.]. 


Six men between the ages of 22 and 41 and one nine-year-old 
boy with proved disseminated coccidioidomycosis were treated 
with 2-hydroxystilbamidine given intravenously in doses of from 
150 to 225 mg.; the total dose of the drug varied from 8 to 23 gm. 
There was no evidence of a curative effect of the drug, but in 
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five of the seven patients more or less marked suppression of the 
disease occurred and was manifested by progressive subsidence 
of complaints and frequently by weight gain and resumption of 
normal activities. In one of the adult patients a remarkable re- 
mission of a progressive coccidioidal meningitis coincided with 
high dosage therapy with 2-hydroxystilbamidine (total dose 23 
gm.). When clinical improvement occurred, it usually appeared 
only two to six months after cessation of treatment. This may be 
understandable in terms of the depository character of the drug, 
which may permit prolonged action after cessation of treatment. 
In the five patients who appeared clinically improved, evidence 
of persistent low grade infection remained, and serologic im- 
provement in the course of and after the treatment was dicourag- 
ingly small. Two patients died. Despite the high total dose of the 
drug no evidence of renal or hepatic toxic reactions attributable 
to the drug was noted. After receiving 10 to 14 gm. of 2-hydroxy- 
stilbamidine, patients complained of malaise, headache, and 
muscle aching, in addition to annoying nausea and vomiting, all 
of which subsided with rest periods and recurred with further 
treatment. Further use of 2-hydroxystilbamidine in the treatment 
of disseminated coccidioidomycosis, with long follow-up and in 
a larger number of patients, appears to be indicated before its 
place in the treatment of this disease can be properly evaluated. 


RADIOLOGY 


Laparoscopic Splenoportography. L. Wannagat. Klin. Wchnschr. 
33:750-758 (Aug. 15) 1955 (In German) [Berlin, Germany]. 


Splenoportography under direct vision was carried out 42 times 
with the aid of the laparoscope in 40 patients with diseases 
secondary to hepatitis. Puncture with a needle 15 to 17 cm. long 
and 1.5 mm. in diameter was made below the left costal arch be- 
tween the median and the anterior axillary lines. Under constant 
direct vision the needle was brought near to the surface of the 
spleen and then pushed forward 2.5 to 3 cm. deep into the 
parenchyma of the spleen; markings up to a depth of 5 cm. near 
the point of the needle provided information about the respec- 
tive position of the needle in the spleen; 20 to 40 cc. of con- 
trast medium were injected. For 12 splenoportograms, 70% 
Ioduron (morpholine salt of diiodized pyridone) was used as 
contrast medium; undesirable side-effects such as nausea and 
sweating occurred in three patients and vomiting occurred in 
one. Urografin (a mixture of methylglucamine salt and sodium 
salt of 3,5-diacetylamino-2, 4,6-triiodobenzoic acid) was used 
for 30 splenoportograms, and nausea occurred in one patient 
only. Six illustrative cases, two in patients with extrahepatic 
obstruction of outflow and four with intrahepatic narrowing of 
circulation are described. In contrast to the observations made 
by other workers, the author did not observe any reduction in 
the size of the spleen in the course of the injection of the contrast 
medium. He does not believe that the capacity of the spleen for 
contraction can be responsible for negative results obtained with 
splenoportography. The portal circulation time, however, is cf 
practical importance. In patients with pronounced portal hyper- 
tension, most of whom have a fibrous tumor of the spleen that 
has lost its capacity for contraction, satisfactory splenoporto- 
grams may be obtained by slow injection of the contrast medium, 
while in patients with a slightly altered spleen and with littiec 
resistance of the liver rapid injection of the contrast medium is 
required in order to obtain sufficient density of the contrast 
medium in the portal vessels. The splenoportogram can be inter- 
preted in the sense of abnormal changes when more or less 
pronounced anastomoses are shown between the areas of origin 
and flow of the portal vein and of the inferior vena cava and 
when the architectonics of the hepatic vessels are reduced or 
completely abolished in the individual segments of the liver. 
Extension and narrowing of the volume of the intrahepatic 
portal branches are to be considered also as abnormal. The pic- 
ture of a dried-up tree, the branches of which point like fingers 
in the wind, is highly characteristic of cirrhosis of the liver. 
Reflux into the trunk of the inferior or superior mesenteric veins, 
winding or widening of the splenic vein, and venous reflux of 
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the contrast medium from one hilus bifurcation to the other are 
signs that are as useful as the increased shadow of the spleen 
in the pneumosplenogram and a large shadow of the gall bladder. 
The author believes that splenoportography under direct vision 
will facilitate early detection of abnormal changes, such as slow 
anicteric virus hepatitis, initial processes of connective tissue 
tranformation in the liver, mechanical or inflammatory obstruc- 
tion of the portal circulation, and fibrous tumor of the spleen. 


Roentgen Diagnosis of Esophageal Varices: Comparison of 
Roentgen and Esophagoscopic Findings in 502 Cases. I. E. 
Kirsh, C. C. Blackwell and H. D. Bennett. Am. J. Roentgenol. 
74:477-485 (Sept.) 1955 [Springfield, IIL]. 


The esophagus was examined for varices in 502 patients with 
diseases of the liver and spleen by roentgen ray and by the 
esophagoscope. A standard procedure for roentgen examination 
was employed, using as contrast medium a suspension of 4 oz. 
(120 cc.) of barium sulfate in 8 oz. (240 cc.) of water, with 
0.25% carboxymethylcellulose added. Because the esophageal 
walls retain their flexibility when varices are present, peristalsis 
may cause the varices to be ironed out at times. Consequently, 
a multiple film procedure is necessary. The early roentgeno- 
graphic signs of esophageal varices are as follows: character- 
istic scalloping of the borders of the filled esophagus and 
rounded expansions in the mucosal folds of the lower esophagus, 
seen on relief study. Of the 502 patients examined, evidence 
of varices was shown by roentgen rays and by esophagoscopy 
in 66, and in 388 such evidence was not shown by either 
one of the two methods of examination. Thus in 454 patients 
(90°) the results of both methods of examination agreed, while 
there was disagreement in 48 patients. Of the 102 patients with 
positive findings on esophagoscopy, 66 had positive findings on 
roentgen ray examination. It appears that the clinically impor- 
tant cases of varices were, in the main, diagnosed roentgeno- 
graphically, inasmuch as hemorrhage occurred in 31 of the 66 
patients with positive findings by both methods but in only 
one patient with negative findings on roentgen ray and positive 
findings on esophagoscopy. 


Studies on Nagasaki (Japan) Children Exposed in Utero to the 
Atomic Bomb: A Roentgenographic Survey of the Skeletal 
System. W. W. Sutow and E. West. Am. J. Roentgenol. 74:493- 
499 (Sept.) 1955 [Springfield, Ill.]. 


At the time of the atomic bomb explosions in Japan, women 
in various stages of pregnancy were exposed to radiation at 
short distances. Of 105 children exposed in utero to radiation 
from the atomic bomb explosion in Nagasaki and examined in 
1952, 74 were exposed to radiation injuries at distances under 
2,000 m. from the hypocenter; the remaining 91 were exposed 
at distances of 4,000 to 5,000 m. from the hypocenter, at which 
distance biological effects of atomic bomb radiation were con- 
sidered to be negligible. The occurrence of the types of skeletal 
anomalies reported in experimentally irradiated mice and rats 
could not be demonstrated in children exposed at various stages 
of intrauterine existence to the biological effects of atomic bomb- 
ing. There was no difference between exposed and control chil- 
dren in the incidence of the more common bone variations such 
as neural arch defects, abnormalities of the hand bones, rib 
abnormalities, and variations of lumbosacral vertebrae. The 
roentgenographic survey of the skeletal system, however, was 
conducted in 1951 and 1952 on children who were living six and 
seven years after exposure. It is quite possible that the more 
extreme degrees of abnormalities were present among the fetuses 
that were aborted or delivered dead and among infants that 
died in the early postnatal period. Data collected by other 
workers showed that four abortions, six stillbirths, six neonatal 
deaths, and three infant deaths occurred among the group of 
mothers exposed to radiation within the 2,000 m. area; in con- 
trast, 2 abortions, one stillbirth, one neonatal death, and 3 infant 
deaths were reported among the control group. An effort was 
also made to determine whether or not the presence of radi- 
ation symptoms in the mother was associated with an increased 
incidence of skeletal abnormalities in the child. Although the 
numbers concerned were quite small, no correlation could be 
demonstrated. 
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BOOK REVIEWS 


Scientific Writing. By Meta Riley Emberger and Marian Ross Hall. 
General editor: W. Earl Britton. Cloth. $4.50. Pp. 468, with illustrations. 
Harcourt, Brace and Company, Inc., 383 Madison Ave., New York 17, 
1955, 


Although modern communication among specialists has 
reached a new high in terminology and form, basic concepts and 
principles should form the ground plan for any article. This book 
is more than just a manual devoted to scientific writing; it is a 
storehouse of useful material for anyone who wishes to com- 
municate his ideas in a logical, clear-cut manner. The authors, 
members of the English department at the University of Louis- 
ville, have more than a speaking acquaintance with science and 
its history. The book is admirably arranged for those who wish 
to do any scientific writing. Fundamental concepts are given in 
chapters 1 and 2. The next four chapters outline clearly the 
investigative project. Problems of composition fill the next three 
chapters. Various types of papers are discussed in chapters 9 
through 13. The last two chapters treat the problems of graphic 
illustration. This book is complete in necessary detail and full 
of good advice. There is nothing pedantic about it. In fact, a 
great deal of wit and humor enliven the book. A feature not often 
seen is an appendix in which quotations from famous scientific 
writings illustrate most effectively the subject matter discussed 
in various chapters. The book not only is easily read but also 
has great charm and is a useful guide because it takes cognizance 
of most of the intricate, subtle, and shifting shades of meanings 
of current words, phrases, and expressions. 


Collected Papers on Aviation Medicine. Presented at aeromedical panel 
meetings of Advisory Group for Aeronautical Research and Development, 
Palais de Chaillot, Paris. AGARDograph no. 6, Published for and on 
behalf of Advisory Group for Aeronautical Research and Development, 
North Atlantic Treaty Organization. Cloth. 37s.6d.; $5. Pp. 209, with 
illustrations. Butterworths Scientific Publications, 88 Kingsway, London, 
W.C.2, England; Interscience Publishers, Inc., 250 Fifth Ave., New York 1, 
1955. 


This volume includes papers collected over a period of three 
years. Four of the 18 papers are in French; the contributors 
represent Great Britain, the United States, France, the Nether- 
lands, Italy, and Norway. The subjects include among others 
anoxia, latent epilepsy, arctic survival, the layout of cockpits, 
cabin pressure, cold injury, noise, abrupt deceleration, nocturnal 
vision, color vision, and heterophoria. The papers are highly 
technical and would not interest the general practitioner but 
should be of great interest to flight surgeons. A few of the papers 
include bibliographies. The text is clarified by the inclusion of 
well-chosen graphs, diagrams, and photographs. There is no 
index. 


A Short History of Medicine. By Erwin H. Ackerknecht, M.D., Pro 
fessor of History of Medicine, University of Wisconsin Medical School, 
Madison. Cloth. $4.50. Pp. 258, with 28 illustrations. Ronald Press Co., 
15 E. 26th St., New York 10, 1955. 


The author of this book was prompted by what he believed 
was a need for a shorter history of medicine than was currently 
available. It takes the reader from paleolithic times through 
the first half of the 20th century. It is written in popular style 
for the interested layman or beginning student. The author pro- 
vides a list of supplemental reading in the appendix. He has tried 
to strike balances between history proper and its social and 
cultural background, medical science and medical practice, and 
clinical and preventive medicine. There are a few illustrations. 
The appendix includes a list of the winners of the Nobel prize 
in medicine and physiology, some of whom are not mentioned 
in the text. The index consists mainly of names of persons. 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


The Pathogenesis of Poliomyelitis. By Harold K. Faber, M.D., Director 
of Poliomyelitis Research, Department of Pediatrics, Stanford University 
School of Medicine, San Francisco. Publication number 257, American 
Lecture Series, monograph in American Lectures in Pediatrics. Edited by 
John A. Anderson, M.D., Professor and Head, Department of Pediatrics, 
School of Medicine, University of Minnesota, Minneapolis. Cloth. $5. 
Pp. 157, with 16 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1955. 


This slender volume brings together the results of Dr. Faber’s 
laboratory and clinical investigations of the pathogenesis of 
poliomyelitis that have been appearing in scientific journals over 
a period of many years. The book discusses its subject broadly 
enough to bring out the relationships of the epidemiology, symp- 
toms, and immunology of the disease to its pathogenesis. The 
author’s conclusions are in sharp contrast to the recently enun- 
ciated theories of pathogenesis of poliomyelitis that hold that 
the virus proliferates in and invades through the intestinal mucosa 
followed by a viremia and invasion of the central nervous sys- 
tem by way of the blood stream. Dr. Faber presents data indicat- 
ing that the primary point of entry of virus is by the nerves of 
the oropharynx and perhaps the intestinal tract, following which 
the virus spreads to regional peripheral ganglia. He accepts the 
fact that viremia occurs but believes that his experimental data 
indicate that it is secondary to the invasion of neurons. He 
believes that the fact that it is difficult to induce poliomyelitis in 
monkeys by intravascular injections of large amounts of virus 
proves that viremia is of limited importance in the pathogenesis 
of poliomyelitis in that animal and, by implication, in the human 
being. He also argues that the symptoms in the so-called systemic 
phase reflect the consequences of invasion of nerves and con- 
sequent neural spread of the virus rather than the effects of 
infection of extraneural tissue. Whether one agrees with Dr. 
Faber’s hypothesis or the probably more widely accepted theory 
of pathogenesis advocated by Bodian, Paul, and others, anyone 
interested in poliomyelitis should enjoy reading the book in 
order to see how skillfully Dr. Faber has collected experimental 
data and marshaled the arguments for his theory. Fortunately, 
there is nothing in either hypothesis that interposes theoretical 
barriers to acceptance of either active or passive immunization 
to poliomyelitis. Format, type, and illustrations are excellent 
and the bibliography large and well selected. The book is marred 
by several misspellings that appear to be due to inadequate 
proofreading. 


Modern Trends in Blood Diseases. Edited by John F. Wilkinson, M.D., 
M.Sc., Ph.D., Consultant Physician, United Manchester Hospitals, Man- 
chester, England. Cloth. $12. Pp. 359, with 93 illustrations. Paul B. 
Hoeber, Inc. (medical book department of Harper & Brothers), 49 E. 
33rd St., New York 16, 1955. 

The editor’s aim is to present “a guide to the present trend of 
the more important clinical investigations and research” in 
hematology. To achieve this purpose a series of 15 monographs 
on various aspects of hematology is presented. The quality of 
these articles varies greatly. The studies on iron metabolism 
using radioiron by Moore and Dubach deserve special mention 
as an excellent review of important new subject matter in 
hematology. Unfortunately, many of the other monographs fall 
far below this high standard. Often an attempt to cover too 
much material in a short space results in a mere outline of the 
subject. In addition, opinions are stated as facts without any 
documentation. The choice of subjects is, on the whole, good, but 
there is no article on blood coagulation per se, merely one on 
anticoagulant therapy. It also seems questionable whether there 
has been sufficient progress in bone changes and blood diseases, 
dermatological aspects of blood diseases, and changes in the 
fundus in diseases of the blood to warrant inclusion of chapters 
on these at the expense of coverage of more pertinent hemato- 
logical topics. 
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The Casualty Department. By T. G. Lowden, M.A., B.M., B.Ch., 
Consultant Surgeon, Sunderland Royal Infirmary, Sutherland, England. 
Cloth. $7.50. Pp. 278, with 170 illustrations. Williams & Wilkins Com- 
pany, Mount Royal and Guilford Aves., Baltimore 2; E. & S. Living- 
stone, 16 and 17 Teviot Pl., Edinburgh 1, Scotland, 1955. 


This volume describes the management of all of the common 
and some of the uncommon problems of a minor surgical nature 
that are seen in the casualty department of the Sunderland Royal 
Infirmary in England, a medium-sized nonteaching provincial 
hospital. It combines many of the better features of a textbook 
and a manual on minor surgery. The first five chapters are de- 
voted to a description of the management of minor infections 
and the role played by antibiotics in their treatment. There is 
a chapter on the septic hand and a description of certain skin 
conditions and uncommon forms of sepsis. The next chapters 
describe the management of open and closed soft tissue injuries 
as well as the management of wounds with skin loss. The rest 
of the book includes discussions on eburns and scalds, elective 
cases. anesthesia, and material relative to organization, the 
disposal of patients, and legal aspects of casualty or emergency 
room cases. 

In the first chapter on the management of local infections, 
some of the policies described are different from those generally 
used. None would object to the policy of the administration of 
penicillin in infections prior to the formation of pus in order to 
abort the infection, but after abscesses have formed the author 
advises administration of penicillin to produce high blood 
penicillin levels and incision with removal of pus and slough and 
deliberate destruction of granulation tissue by abrasion with 
gauze or by curettage. The author then advises primary suture 
of the abscess provided the overlying skin is in good condition. 
He urges that the operation include a careful exploration and 
evacuation of all pus and dead tissue. As he puts it, the surgeon 
not only lets pus out, he gets it out. The author gives 600,000 
units of procaine penicillin and 200,000 units of aqueous peni- 
cillin 45 to 60 minutes before operation. In the management of 
simple perianal and ischiorectal abscesses, if the surgeon can 
be sure there is no communication with the rectum, the author 
advises incision and eradication of the abscess by curettage, 
followed by primary suture after large preoperative doses of 
penicillin and a preoperative injection of a sulfonamide. He 
stresses obliteration of the wound cavity with elimination of 
dead space and keeping the wound clean and dry. 

The book is attractively printed on paper of excellent quality 
and is easy to read. The illustrations are appropriate and in- 
teresting and have adequate legends. There are some attractive 
color plates in the chapter on the septic hand. The bibliography 
at the end of each chapter is short but appropriate. The prin- 
ciples set forth are based on extensive experience in the manage- 
ment of various types of injury. Some of the statements, espe- 
cially those with respect to the curettage and primary suture of 
local infections of various types, including ischiorectal abscesses, 
are controversial. In general, however, the book should be 
valuable to anyone interested in the management of an emer- 
gency clinic. 


Nutrition Sourcebook. Compiled by Oliver E. Byrd, Ed.D.. M.D. 
F.A.P.H.A., Professor of Health Education, and Director, Department of 
Hygiene, School of Education, Stanford University, Stanford, Calit. 
Cloth. $7.50. Pp. 370. Stanford University Press, Stanford, Calif.: Oxford 
University Press, Amen House, Warwick Sq., London, E.C. 4, England, 
1955. 


This book presents a sampling of the currents of nutritional 
thinking and research in the period, 1945 to 1955. The book 
differs from ordinary textbooks or reference works in its method 
of presentation. Each chapter consists of a collection of abstracts 
of selected articles that have appeared in professional journals. 
At the beginning of each chapter, there is a summary set in 
different type of all the articles that are abstracted therein. Each 
abstract bears a brief title and is identified by a number, by which 
the complete reference to the original article can be located in 
the separate bibliography. The book contains adequate author 
and subject indexes. The arrangement tacilitates the location of 
all material in the volume, the format is excellent, and the pages 
present none of the cut-up appearance of an abstract journal or 
catalog. The individual abstracts have been written with care 
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and with obvious regard for the reader. The subjects covered 
embrace nutrition in its broadest sense, from the chapter on the 
six basic elements of the human diet to those on nutrition in 
medicine and nutrition as an international problem. There are 
chapters on foods and emotional health, food allergies, and nutri- 
tion during pregnancy and infancy, each of which is of special 
clinical interest. The viewpoint governing the selection of topics, 
however, is primarily that of the worker in the field of public 
health. The selection of articles from the professional literature 
has been conducted with discernment. The author annually 
publishes a health yearbook, in previous issues of which some 
of the abstracts of the present volume have appeared. The book 
should be most useful to workers in public health, and for all 
readers it should afford a stimulating insight into the possibilities 
of the applications of nutritional knowledge to the practical 
problems of individual patients and to the welfare of communi- 
ties and nations. 


Clinical Toxicology. By Clinton H. Thienes, M.D., Ph.D., Director. 
Institute of Medical Research, Collis P. and Howard Huntington Memo- 
rial Hospital, Pasadena, Calif... and Thomas J. Haley, Ph.D., Chief. 
Division of Pharmacology and Toxicology, Atomic Energy Project, Los 
Angeles. Third edition. Cloth. $6.50. Pp. 457, with 16 illustrations. Lea & 
Febiger, 600 Washington Sq., Philadelphia 6, 1955. 

This third edition brings up to date, in the form of. brief 
digests, Knowledge of the clinical toxicology of common chemi- 
cals in general use. It is intended as a guide for medical students 
and general practitioners, and nonclinical aspects are minimized 
or omitted. A pharmacological rather than a chemical classifica- 
tion is used in the presentation of material. This is in keeping 
with the type of audience to which this book is directed. The 
major categories covered include convulsant poisons, central 
nervous system depressants, peripherally acting nerve poisons, 
muscle poisons, protoplasmic poisons, and poisons of the blood 
and hematopoietic organs. Principles of treatment and an outline 
of symptom diagnosis are presented for the orientation of the 
practitioner. A section on chemical identification of specific 
poisons is included. The appendix describes the special reagents 
mentioned in the sections on chemica! tests. While this book can 
be recommended for the purpose for which it is intended, it is 
noticeably lacking in discussions of certain types of chemicals 
that may cause injury and that toxicology textbooks frequently 
omit. Among the compounds so ignored are surface active agents 
(detergents), petroleum distillates (such as naphtha, mineral 
spirits, and methylene chloride). sodium hypochlorite (household 
bleach), warfarin (rodenticide), and various cosmetic products. 
With the growing awareness among physicians of the problem 
of accidental poisoning, it will be necessary to include recom- 
mendations for these compounds, if a toxicology textbook is to 
fulfill its mission. 


Dextran: Its Properties and Use in Medicine. By John KR. Squire, M.D., 
M.D., F.R.C.P., Leith Professor of Experimental Pathology, University of 
Birmingham, Birmingham, England; J. P. Bull, M.D., Director, Medical 
Research Council Industrial Injuries and Burns Research Unit, Birming- 
ham Accident Hospital, University of Birmingham; W. d’A. Maycock, 
M.D.; and C. R. Ricketts, Ph.D., F.R.1.C. Cloth. Pp. 91, with 7 illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford. 
England; Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1955. 


This monograph on dextran includes an introductory chapter 
on plasma substitutes in general. The chemistry, behavior, and 
effect of dextran in the body, specifications for suitable prepara- 
tions, and clinical and experimental uses of dextran are discussed 
in turn. Differences between “native” ‘and “clinical” dextrans are 
explained, and specifications of the latter are outlined respectively 
for British and American preparations. British spelling is used 
throughout the text. In addition to various tables and figures to 
tabulate or illustrate technical data, two appendixes and a list of 
references appear at the end. One appendix outlines certain tests 
for the purity of dextran, and the other summarizes the clinical 
laboratory findings in patients given dextran. No index is pro- 
vided, but the table of contents, listing chapter titles and sub- 
divisions, should make the information readily accessible. All 
physicians and allied scientific workers having special interest 
in plasma substitutes should find this monograph a composite 
source of useful information on dextran. 
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Adolescent Development. By Elizabeth B. Hurlock, Ph.D., Associate in 
Psychology, Graduate School, University of Pennsylvania, Philadelphia. 
McGraw-Hill Series in Psychology, Clifford T. Morgan, consulting editor. 
Second edition. Cloth. $6. Pp. 590, with 49 illustrations. McGraw-Hill 
Book Company, Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., 
London, E.C.4, England, 1955. 


This revision of the first edition, intended as a textbook, pre- 
sents a general picture of adolescence, with discussion of the 
impact of social, emotional, sexual, and other physical problems 
on the individual in the conduct of his daily life. Although the 
volume includes a large bibliography and a list of audio-visual 
aids, the body of the text emphasizes much recent research 
material of a general character, especially that “relating to the 
effects of physical changes on attitudes and behavior, social 
acceptability, the influence of social class as a determinant of 
behavior, juvenile delinquency, and new trends in courtship 
behavior.” The chapter dealing with family relationships should 
be of exceptional interest to parents who are confronted with 
the problems of adolescence within their own home. Indeed, 
the style of presentation throughout the book is interesting and 
readable. This gives the volume real value as a reference text 
for those not trained in the psychology of the adolescent, but 
who desire authoritative information and help in the solution 
of their problems. It would seem that a text of this type should 
include more reference to the physiological requirements of 
adolescent nutrition, at least in the bibliographic references. 
The author is well qualified in this field of writing as evidenced 
by publication of texts on child development and developmental 
psychology. The publisher has done a good job in the format, 
with attractive physical arrangement of material and use of 
legible type. Here is an opportunity for one to obtain, in fine 
perspective, good practical reading material about the problems 
of adolescence. 


Communicable Diseases. By Franklin H. Top, M.D., M.P.H., F.A.C.P., 
Professor and Head, Department of Hygiene and Preventive Medicine. 
State University of Iowa, Iowa City, and collaborators. Third edition. 
Cloth. $18.50. Pp. 1208, with 124 illustrations. C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1955. 

During the 14 years that have elapsed since the first edition, 
this book has firmly established itself as the leading textbook 
dealing with the clinical aspects of communicable diseases. The 
third edition maintains the previous high standards and leaves 
no doubt as to the authoritative position it occupies in current 
medical literature. The book has almost doubled in size and scope 
due to inclusion of more diseases and more comprehensive dis- 
cussion and the addition of several chapters of general interest. 
Notable among the last are chapters dealing with the sulfon- 
amides and the antibiotics. As in earlier editions, liberal use has 
been made of contributions from collaborating authors. Although 
these comprise about half the volume, the senior author has 
provided a continuity and cohesiveness that is often lacking in 
a book to which so many specialists have contributed. Many 
illustrations have been added. While major attention and em- 
phasis have been placed on diagnosis and treatment, proper atten- 
tion has been given to the etiological and epidemiological aspects 
of each disease, but only rather brief consideration to prevention. 
The bibliographies are well chosen and unusually complete. This 
volume can be recommended for all medical libraries and to all 
physicians whose practice includes the care of patients with 
infectious diseases. 


Selection of Anesthesia: The Physiological and Pharmacological Basis. 
By John Adriana, M.D., Director, Department of Ancsthesiology, Charity 
Hospital, New Orleans. Cloth. $6.50. Pp. 327, with 35 illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1955. 


This excellent book fills a real gap, because no other book 
gives brief but adequate information to the busy surgeon, who 
often prescribes the type of anesthesia without regard for the 
individual requirements of the patient. Part | deals with pharma- 
cology and the clinical application of each drug in current use. 
The author wastes no time on rare and unusual drugs but con- 
fines his discussion to the material found in the average operat- 
ing room. In this section, he writes like a pharmacologist 
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well versed in his subject and accustomed to teaching students. 
In part 2 he discusses the various diseases that complicate the 
surgical picture and that should be considered when prescrib- 
ing an anesthetic. The physiological disturbances caused by 
anesthesia and their influence on complicating diseases are well 
described. This section should be of great benefit to the surgeon. 
The title of the book suggests the last section, which presents 
a logical method of choosing an anesthetic with relation to the 
operation to be performed. Each surgical condition is discussed, 
and a suitable anesthetic procedure is proposed. This informa- 
tion should be very useful to students of anesthesia, young sur- 
geons, and consultants who are called on to advise management 
of postoperative complications. The last chapter deals with anes- 
thesia for obstetric patients. This should be read by all obste- 
tricians. It emphasizes need for better preparation of the patient 
for the application of anesthesia. This is not a book on the 
technique of anesthesia. It should be helpful to the student or 
physician interested in the pharmacology of drugs in common 
use in anesthesia but is not comprehensive enough to supplant 
a textbook of pharmacology. It is authoritative and advises sound 
anesthetic practices. It supplies scientific information in place 
of the prejudices both for and against ether, cyclopropane, and 
such techniques as intubation. This book is the voice of anesthesi- 
ology begging to be heard by the surgeon. 


School Health Sourcebook. Compiled by Oliver E. Byrd, Ed.D., M.D., 
F.A.P.H.A., Professor of Health Education, School of Education, Stan- 
ford University, Stanford. Cloth. $7.50. Pp. 373. Stanford University Press, 
Stanford, Calif.; Oxford University Press, Amen House, Warwick Sq., 
London, E.C.4, England, 1955, 


This book follows the pattern of Byrd’s health education 
yearbooks, since it is made of abstracts of the important recent 
literature. It consists of 400 items taken from school health litera- 
ture of the past 10 years. Abstracts are from a paragraph to 
a page in length and are classified into 20 chapters for easy 
reference. This book should be useful to physicians and edu- 
cators actively engaged in school health work as a ready refer- 
ence on currently accepted policies and practices. It should also 
help those interested but not actively engaged in school health 
activities to obtain authoritative information on school health 
problems that they may encounter. Each chapter is prefaced by 
a page or two of concise discussion outlining prevalent attitudes 
on the subject of the discussion. These in turn are expanded 
in the abstracts that follow. Each abstract is numbered and 
titled and contains the name of the original author and the date 
of the writing. In the appendix, detailed bibliographic refer- 
ences corresponding to the numbers of the abstracts are given. 
Authorities to be quoted have been carefully selected, so that 
on controversial points both sides of the question are presented. 
Likewise, the findings of most of the national commissions and 
committees that have considered problems in the fields of school 
health are presented in original form. 


Systemic Associations and Treatment of Skin Diseases. By Kurt Wiener, 
M.D., Dermatologist, Mount Sinai Hospital, Milwaukee. Cloth. $17. Pp. 
556, with 90 illustrations. C. V. Mosby Company, 3207 Washington Blvd.. 
St. Louis 3, 1955. 


This book, dealing with the systemic phenomena associated 
with skin diseases, is a logical sequel to a previous volume by the 
same author in which he described the skin changes that accom- 
pany internal or systemic diseases. The books overlap to some 
degree when the skin and systemic manifestations are of equal 
significance, as in the deep mycoses and in leprosy. On the other 
hand, the systemic relationship of certain skin diseases such as 
lupus erythematosus, dermatomyositis, and scleroderma are 
thoroughly clarified and reviewed in the present volume to com- 
pensate for inadequate coverage in the previous book. The author 
also describes therapeutic measures for these diseases in great 
detail, including not only the nontopical drugs, but also selected 
diets, indirect radiation therapy, and balneologic methods, espe- 
cially the use of spas. The book is well written, and, in general, 
the format is good. The illustrations are not numerous but are 
well chosen and adequate. The bibliography and general index 
are thorough. Students, internists, and dermatologists should find 
the book a convenient synopsis of current knowledge in this field. 
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QUERIES AND MINOR NOTES 


SURGERY ON SYPHILITIC PATIENTS 


To THE Epiror:—Z/n a patient with no evidence and no history 
of a primary lesion, but with a positive serologic test (ir- 
respective of the titer), can surgery be safely done without 
the patient going through any prior treatment from the 
patient’s standpoint and from the standpoint of the operating 
personnel? Is it thought that wound healing and ancillary 
surgical problems are increased if the patient has a positive 
serologic test? Should treatment aid in wound healing and 
ancillary surgical problems? Should any special precaution 
be taken by the operating room personnel in preparation of 
instruments that have been used on a case of this sort? Should 
several pairs of gloves be worn to prevent sticking one’s 
fingers or accidental cutting of the skin? Should this patient 
he isolated? If treatment is recommended, what is the definite 
type of drug used, and what criteria must one use to decide 
when surgical treatment may be proceeded with? 


Don D. Dieter, M.D., Salina, Kan. 


This inquiry was referred to two consultants whose respective 
replies follow.—EbD. 


ANSWER.—Given a patient with a positive serologic test 
found on routine examination and assuming there is no history 
of a primary lesion, the question of titer and degree of positivity 
is important. If the titer is high and the serum strongly positive, 
treatment consisting of 600,000 units of penicillin daily for 12 
to 16 doses should be given prior to the operation if the surgical 
procedure is elective. In the case of a surgical emergency, the 
operation should be done and the course of penicillin started 
the same day. If the serologic test is only partially positive 
and the titer is low, further studies should be made to determine 
if there is a false-positive reaction. Any patient with a positive 
serologic test in whom studies confirm probability of syphilitic 
infection, and who has not been previously treated, should re- 
ceive the routine tre: tment outlined above. Wound healing 
should be improved by treatment of the syphilitic patient. 
Routine sterilization of surgical instruments is adequate. No 
special precautions are necessary. The wearing of multiple 
gloves would not be practical or necessary. Isolation of the 
patient is not necessary, inasmuch as penicillin treatment has 
been or is being given. 


ANSWER.—There are numerous complete discussions of the 
handling of surgical operation in patients with syphilis. The most 
complete of these is the section on surgery and syphilis in Lewis 
and Walters (Practice of Surgery, vol. 12, Hagerstown, Md., 
W. F. Prior Company). Specifically, the risk to the operator 
(from accidental wounds) depends entirely on the duration 
of infection in the patient. If the patient has become recently 
infected (within weeks or months) the operating team is at 
some risk from accidental wounds unless the patient has been 
given two or three preliminary doses of penicillin; and there 
may be a slight risk in patients whose infection is less than 
four years’ duration. In Jonger-standing infections there is 
no risk to the surgeon or his assistant. In patients with recent 
infections who must be operated on in emergency fashion an 
intramuscular injection of | to 2 million units of aqueous peni- 
cillin G should be given as soon as the operation is decided on 
and treatment continued after operation with repository penicil- 
lin, 600,000 units daily or every other day to a total of 6 million 
units. If the operation is elective and can be delayed two or 
three days, repository penicillin may be used before as well as 
after treatment. In patients with long-standing syphilitic infec- 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
Organization unless specifically so stated in the reply. Anonymous com- 
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tions, no preliminary treatment is necessary for protection of 
the surgeon. If through carelessness the surgeon or any member 
of the operative team is accidentally cut or stabbed with a needle 
during an operation on a previously untreated patient with in- 
fectious syphilis, the surgeon so injured should adopt penicillin 
prophylaxis for himself in the form of 600,000 units of re- 
pository penicillin daily or every other day for four doses given 
as promptly as possible after the injury. The wearing of several 
pairs of gloves would seem to be an unnecessary precaution. 
From the standpoint of the patient, syphilis has no effect on 
wound healing, unless in the circumstance that the surgeon in- 
advertently operates On a gummatous lesion, particularly in or 
around the nasopharynx without preoperative or postoperative 
treatment of the patient. Antisyphilitic treatment is not essential 
to aid in wound healing under any ordinary circumstances. No 
special precaution with regard to the preparation of instruments 
orher than the usual cleaning and sterilization is necessary before 
or after operation on a syphilitic patient. Isolation of syphilitic 
patients is never necessary to prevent infection of others, pro- 
vided those engaged in the care of the patient can avoid intimate 
contact with the patient’s mouth and genital organs (if he has 
early syphilis) before the administration of any treatment. 
Moreover, only patients with early syphilis of less than two to 
three years’ duration are infectious even from mouth or genital 
contact. A single injection of an adequate dose of penicillin will 
destroy surface organisms within 12 hours. One should, of 
course, avoid the ridiculous situation, which has been observed, 
of emotional contacts with the patient such as kissing. The 
treatment of syphilitic patients who must undergo surgery does 
not differ from the treatment of syphilis in general. Penicillin 
is the drug of choice, and the literature is full of articles on 
dosage, duration of treatment, and methods of administration. 
Perhaps the most important points are: a positive serologic test 
has nothing to do with infectiousness, the titer of the serologic 
test likewise has nothing to do with infectiousness and nothing 
to do with the gravity of the disease in the patient, in patients 
with late syphilis the serologic test for syphilis may remain 
positive for the balance of the patient’s life regardless of treat- 
ment, and a positive serologic test for syphilis is not a contra- 
indication to surgical operation. 


STATUS OF PNEUMOTHORAX IN TUBERCULOSIS 


To THE Epiror:—Please advise the present status of pneumo- 
thorax in the treatment of pulmonary tuberculosis. 


M_.D., Arkansas. 


ANSWER.—Specifically, pneumothorax therapy has not been 
replaced by surgery—not entirely—even in the most advanced 
medical circles, and only partially even in places where surgical 
facilities are limited or lacking. The method is going the way 
of the mastoid operation and, to a lesser extent, the crucial 
incision for carbuncles. But let no one cast a disparaging word 
against pneumothorax, which has served mankind well and 
saved thousands from an early grave. It will still do it, but due 
to progress, there are better ways of obtaining the same and 
better results in much less time with much less risk. In this 
country, the procedure has been entirely abandoned in most 
up-to-date institutions. Some have not used it for several years. 
There are a few who still use it in selected cases. Nobody will 
use it where there is not a free pleural space. The risk of fluid 
and air embolism and the risk of pneumonolysis or adhesion 
cutting is out of all proportion to the advantage gained. Besides 
there is usually a better method—i. e., drugs and/or surgery. 
The surgery may involve adhesion cutting or stripping but not 
for the purpose of continuing the pneumothorax. If there is 
a free pleural space however, if there is a medium-sized cavity 
in the center of the lobe, and if there is at least half of a 
lobe made up of functioning tissue, then the one remaining 
valid indication for pneumothorax presents itself. If drugs are 
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available they should be used with the pneumothorax. In the 
above-mentioned type of case, the pneumothorax expedites the 
closure and healing of the cavity by bringing the walls into 
closer approximation. On the other hand, the drugs assist greatly 
in doing what the pneumothorax used to do in a longer time. 
In the event that the lobe or lung has very little good tissue left, 
the surest, quickest, and—by every standard—the best method 
is resection where, with proper selection, timing, and good care, 
the patient may be sent home well in all but a small percentage 
of cases within 6 to 10 months time instead of the former two 
to four years time in addition to a long home convalescence of 
sometimes years. If there is only a small cavity in any other 
segment, or if there are caseous masses in any of the segments, 
a segmental resection may be performed or even a wedge re- 
section in certain cases after proper coverage by drugs. In fact 
pneumothorax would make such an operation more difficult. 
Although infiltrative lesions may respond to pneumothorax 
treatment after long intervals of time, as a general rule most 
caseous masses remain as such for years and offer threats for 
the future that need not be risked today since resection will 
usually remove such lesions once and for all when the selection, 
timing, technique, and care are proper. The last sentence is 
significant for there are today many incompletely trained sur- 
geons who go out into the world and attempt to perform surgery 
without a proper understanding of the disease tuberculosis. This 
is true in certain countries where properly trained men and 
facilities are lacking for acceptable work. As to other parts 
of the world, there is a greater difference in the use of pneumo- 
thorax than there is here. In some places it is still used with 
little change from the preantimicrobic era. Others are yielding 
to the advances of the times almost as much as in this country. 
Generally, due to lack of funds and facilities the changes vary 
in different places, and all are considerably behind the pattern 
set in this country. 


NUMBNESS OF HANDS AT NIGHT 


To THE Epiror:—A heavily muscled man in his 30's, a plumber, 
complains of numbness of both hands and forearms that de- 
velops every night after he has been asleep. When he wakes 
up he has to shake his arms to get them back to normal feel- 
ing. Both arms are affected equally every night. He sleeps 
either prone or flat on his back—seldom on one side or the 
other. He does not wear any nightclothes that bind under 
his arms. There is no evidence of anemia, nor any foci of 
infection. He uses no tobacco and takes only an occasional 
glass of beer. He has had some symptoms of hyperthyroidism 
in the past, without any demonstrable goiter. | have given 
him propylthiouracil on several occasions with benefit. 


Lewis I. Younger, M.D., Winona, Minn. 


ANSWER.—The symptoms mentioned, namely numbness of 
the hands and forearms that appear during the night when sleep- 
ing, on first thought would be a scalenus anticus syndrome. 
Complaint of the above is not unusual. The background of this 
syndrome may be attributed to various sources, such as a cervi- 
cal rib and enlarged transverse process of the cervical spine, or 
it may be due to hypertrophy of the scalenus anticus muscle. 
An x-ray of the neck is recommended, with the above possi- 
bilities kept in mind. If the x-ray does not reveal findings, then 
an injection of | cc. of procaine solution into the belly of the 
muscle for possible relief is advised, and if this gives relief, it 
may indicate that the muscle is the source of the trouble. Another 
possible source of trouble as mentioned could be an enlarged 
thyroid, since propylthiouracil, given on several occasions, re- 
lieved the situation temporarily. It may be advisable to make 
a complete study of thyroid function, a basal metabolic rate, 
radioactive iodine uptake, and protein-bound iodine. It is 
assumed that complete studies of the spine have been made, 
and any possible pathologicai source excluded. Another possible 
source is the nervous system. Occasionally, patients, who have 
these symptoms coming on at night, in which no definite cause 
has been found, have used the vague diagnosis of idiopathic 
nocturnal paresthesia. As for management, a complete search 
for a possible scalenus anticus syndrome is recommended. If 
positive, then the source should be eradicated, if possible. These 
patients are advised to sleep with the shoulders slightly turned 
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in, so as to relax the shoulder girdle. These cases usually have 
a varying degree of arteriospasm. To combat this, priscoline, 
25 mg. given three or four times a day, and papaverine hydro- 
chloride, given four times a day, may be given orally. Fractional 
doses of the barbiturates are likewise given. If the condition has 
proved to be one of the above, and there is marked arterio- 
spasm, it can be evaluated by skin surface temperature studies. 
A series of treatments with mecholyl, every other day for 10 
treatments, has been helpful. If the condition is enlarged thyroid, 
then continue with propylthiouracil and the therapy outlined 
above. If it is due to some neurological condition, then treat- 
ments to Overcome arteriospasm with barbiturates would be 
indicated. 


HEADACHE FOLLOWING CONTACT 
WITH NITROGLYCERIN 


To THE Eptror:—An industrial concern has been using nitro- 
glycerin in their experimental laboratory. Several employees 
who come in most direct contact with the nitroglycerin at 
times develop severe headache, nausea, and vomiting. We feel 
that adequate precautions are being taken to prevent direct 
contact and inhalation of fumes, but such contacts cannot 
always be avoided. Are there any precautions or medication 
that can be taken by employees to prevent the development 


. 
of such symptoms: M.D., Minnesota. 


ANSWER.—The threshold limit of harm from nitroglycerin is 
so low (0.5 ppm) that it is often difficult to secure this degree 
of protection in the absence of completely enclosed chemical 
systems. While the query mentions “adequate precautions” have 
been instituted, it may be desirable to make a series of exact 
determinations of the atmospheric level within the experimental 
laboratory. Only a small percentage of exposed workers are 
susceptible to low level action of nitroglycerin that is absorbed 
readily through the skin or may be inhaled or ingested. Most 
workers develop a tolerance for this chemical after three or 
four days of exposure. However, this tolerance is quickly lost 
even over a two-day weekend. This rapid gain and loss of 
tolerance may represent that pathological state tachyphylaxis 
(“rapid immunization”). Cautiously, it is here stated that this 
tolerance may be perpetuated by harboring about the person 
trace quantities of nitroglycerin under conditions that prevent 
contact with the skin. It is a tradition among “powder men” 
that they insert behind their outside hat bands a pellet or two 
of giant powder, although this prophylactic measure unpleasantly 
may involve other members of the household. Tablets of 
amphetamine sulfate, 15 mg., or of ephedrine hydrochloride, 
0.5 grain (0.03 gm.), have been utilized as prophylactics against 
nitroglycerin headaches, but both are useless after the headache 
has been inaugurated. These two chemicals themselves are not 
unequivocally without harmful properties. Alcohol consumption 
is well contraindicated, particularly in the presence of a nitro- 
glycerin headache. Alcohol may precipitate a severe state of 
confusion and delirium, the so-called nitroglycerin encephalosis. 


TREATMENT OF VITILIGO 
To THE Epiror:—Please advise concerning the use of Oxsoralen 
for the treatment of vitiligo. What precautions are necessary 
and are the results lasting as well as satisfactory? 
Olin L. Lepard, M.D., Sturgis, Mich. 


ANSWER.—Oxsoralen or 8-methoxypsoralen ts a purified de- 
rivative of several plants, such as Ammi majus linn. Crude ex- 
tracts from these plants have been used for centuries in Egypt 
and India. There are two forms of this preparation in use—a 
capsule, containing 10 mg. of 8-methoxypsoralen, and a 1% 
lotion for topical application. These can be used individually 
or in combination. This method of treatment is still under in- 
vestigation. In vitiliginous individuals it can cause a repigmen- 
tation. As the partial loss of pigment seems to cause such a 
tragic impact on the emotional mechanism of the individual, 
this drug should be tried in all adaptable cases. The indication 
is for the idiopathic type of vitiligo. The combined method is 
much more successful than either of the single methods. Mod- 
erate to severe nephritis, hepatic insufficiency, and diabetes mel- 
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litis are contraindications. Cases with gastritis or colitis should 
be carefully treated. Treatment should begin with one-half the 
usual dosage. In applying the topical lotion the first two or three 
applications should be diluted one-half with 70% alcohol. Sun- 
light or carbon arc light is essential for the oral, topical, or 
combined methods. Ultraviolet lamps have not been effective. 
The time of exposure to sunlight should be guarded carefully 
with not more than 30 seconds for the first exposure and in- 
creased each time by 15 second increments. Acute redness, 
edema, vesiculation, or bullous formation will occur with too 
much light. Nausea, vomiting, increased sweating, weakness and 
hematuria, focal redness, itching, or edema is a signal to stop 
oral medication. Treatment should be resumed with one-half 
the dosage. The results are satisfactory in 30 to 40% of the 
cases treated orally, 50 to 60% of the topically treated cases, 
and 80 to 95% of those treated with the combined method. As 
to permanency, the treated areas have remained pigmented for 
more than three years, but in a large percentage of those under 
observation new patches have occurred in those under treat- 
ment as well as those who had completed their treatment. These 
observations are based on more than 200 cases treated with both 
the American and Egyptian drugs, 


HEPATITIS 


To THE Epiror:—/s there definite evidence that a_ hepatitis 
might be produced by transmission of the virus through a 
svringe that has heen hoiled rather than autoclaved? 


M.D., Florida. 


ANSWER.— There would seem to be evidence that hepatitis 
might be produced by transmission of the virus through a syringe 
that has been boiled rather than autoclaved, if the needle has 
not been properly cleaned and/or if the boiling has not lasted for 
at least 10 minutes. According to the report of the World Health 
Organization's Expert Committee on Hepatitis (W. O. Tech- 
nical Report Series number 62, Geneva, Switzerland, March, 
1953, p. 22), “Syringes, needles or other instruments must be 
thoroughly washed in water immediately after use to prevent 
organic material coagulating or drying on the surfaces of the 
instruments and interfering with the effect of subsequent steriliza- 
tion. The following methods of sterilization are acceptable: boil- 
ing in water for at least 10 minutes, steam under raised pressure 
(autoclave), and dry-heat sterilization (hot-air oven). If the 
temperature can be properly controlled in all parts of the hot-air 
oven, treatment at 170 C [348 F| for half an hour is adequate, 
otherwise treatment at 180 C |356 FI, for one hour is recom- 
mended. Lancets and other instrumenis used for capillary-blood 
sampling and scarification may be sterilized in an open flame 
after washing in cold water.” 


RECURRING RHEUMATIC FEVER 

To tHe Epiror:—/ should like to know whether the recurrence 
of acute rheumatic fever in an individual on prophylactic 
penicillin treatment has been shown to be due to a resistant 
heta-hemolytic Streptococcus and also the present prophy- 
lactic regimen for one who has acute hemorrhagic glomerulo- 
nephritis. What is the prognosis of this disease related to the 
age of onset? M.D., Illinois. 


ANSWER.—No conclusive evidence exists that beta-hemolytic 
streptococci develop resistance to penicillin. Earlier reports of 
penicillin-resistant strains of beta-hemolytic streptococci were 
later identified as group D Lancefield enterococci. In patients 
whose rheumatic fever has been inactive for more than two 
months, and who have received adequate prophylactic doses of 
penicillin, recurrence is always due to new streptococcal infec- 
tion. Continuous prophylaxis with adequate doses of antibiotics 
decreases the relapse rate by 90%. Since there is a close rela- 
tion between streptococcal infection and acute glomerulo- 
nephritis, all active foci should be removed as soon as the active 
disease has subsided. There is no convincing evidence that anti- 
biotics influence favorably the course of acute glomerulone- 
phritis; however, it is recommended that penicillin or other 
antibiotics should be administered in the presence of active strep- 
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tococcal infection. In children, the prognosis of acute glomerulo- 
nephritis is good; in adults it is less favorable. The disease may 
last from a few days to a year, the average being about two 
months. The coexistence between acute rheumatic fever and 
acute glomerulonephritis is infrequent, It has been reported that 
hemolytic streptococci of group A, type 12, were identified in 
patients with classic glomerulonephritis, but absent in other types 
of nephritis. It is therefore strongly suggestive that type 12 
streptococci may be the pathogenic agent causing acute 
glomerulonephritis. 


TUBAL STERILIZATION 


To THE Epiror:—A woman had her third child by cesarean 
section and had an Irving ligation. This has upset her. She 
regrets having it done and wonders if there has ever been 
any successful plastic surgery performed that would allow 
her to become pregnant again. M.D., Canada. 


ANSWER.—The method of tubal sterilization described by 
Frederick C. Irving (Am. J. Obst. & Gynec. 60:1101 |Nov.| 
1950) does not seem to have achieved as wide popularity as 
the Madlener and Pomeroy techniques, although in the above- 
cited paper the author reported 814 operations without a failure. 
Since he believed that the chief cause of failure in the two more 
popular techniques lies in the formation of a false ostium in 
the proximal portion of the tube, Irving’s method emphasizes 
deep burial of the latter in the myometrium. This point is men- 
tioned because any effort to reestablish tubal patency would 
have to be based on anastomosis of the ligated distal portion 
and the endometrium. Although the consultant knows of no 
reports of such cases after Irving sterilization, the prospects for 
success would seem to be little better than for tubouterine 
anastomosis in general, even if polyethylene tubes are used. In 
the case of a woman who has already had three children, there 
is little doubt that most gynecologists would advise against such 
a procedure for this patient. 


DIGITALIZATION 


To tHE Eprror:—/n THe JourRNAL, July 16, page 999, was a 
question about how patients receiving digitoxin should be 
maintained in an area where frequent follow-up visits are 
not possible. In this instance, two to three months might pass 
hetween visits. The answer indicated that “after digitalization 
and observation for several weeks it should be possible to 
determine the daily maintenance dose that will secure maxi- 
mum benefit... without producing toxic effects.” The answer 
is correct. However, of the digitalis preparations available. 
digitoxin, which was named in the question, is retained in the 
body for the longest period of time. Accumulation of this 
drug without supervision could favor insidious development 
of digitalis intoxication, It might, therefore, be advisable to 
give patients whose visits to the physician are infrequent 
another of the purified glycosides, such as digoxin or gitalin, 
which are excreted from the body more rapidly than digitoxin. 
If the maintenance dose of one of these preparations should 
have to be increased because of more rapid excretion, and 
this need not be anticipated, the inevitable symptoms of in- 
creasing congestive heart failure would bring the patient back 
to the doctor's office. Since the problem here seems to be one 
of avoiding or controlling digitalis intoxication, these patients 
should be instructed to take daily supplements of potassium- 
rich food like orange juice. The use of potassium salts should 
not be necessary. 

Much recent study indicates that the onset of digitalis in- 
toxication is related to depletion of potassium, whether due 
to vomiting, poor intake, or loss during diuresis. This con- 
cept is at variance with that implied in the answer, that with 
weight loss concentration of digitalis would develop “which 
may produce toxic symptoms.” Toxic symptoms may develop 
with weight loss and depletion of potassium stores, but there 
is no good evidence for concentration of digitalis in this 
situation, Herbert Mark, M.D. 

1 Bryant Crescent 
White Plains, N. Y. 


&a 
1955 


4 


